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in keeping with a beautiful building 


HE Daughters of Charity of St. Vincent de Paul 
installed in the new De Paul Hospital surgical 


equipment of recognized merit—complete 
“WHITE LINE’ sterilizing apparatus, recessed 
type, Scanlan-Balfour operating tables, “WHITE 
LINE” operating room equipment, maternity de- 
partment equipment and hospital furniture. 
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mailed to hospital executives upon request. 
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E have many therapy 

departments within 
our hospital walls—yet have 
we considered as seriously as 
we ought that such a depart- 
ment as the patients’ library 
is a most valuable source of 
therapy for the mind? — See 
Page 48 of this issue. 


HE final controlling fac- 

tors dictating a purchase 
are really axiomatic; namely, 
that materials of lesser qual- 
ity than required for a given 
purpose, purchased merely on 
the basis of price, or materi- 
als purchased of excess qual- 
ity, superior to requirements, 
at high prices, is false econ- 
omy. — See Page 55 of this 
issue. 


HE average church hos- 

pital represents a capital 
investment of more than 
$600,000 and an investment 
per bed of nearly $6,000. Of 
this group of 1,056 hospitals, 
627 were controlled by Cath- 
olic nursing orders. — See 
Page 63 of this issue. 
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U.S. Official Evidence _ 
of the Purity ike 


= in the dusty, worn tomes of the U. S. OFFICIAL REC- 
ORDS OF THE CIVIL WAR, is unqualified evidence that Squibb anes- 
thetics always have been uniformly pure and safe for surgical anesthesia. 

In these records, and under the heading of the ‘20th Union Army Corps,”’ 
appears the following terse but significant statement. 





“Anesthetics: Chloroform of Squibb manufacture, from 
the use of which no bad results have been observed 
during campaign.” 











This report is particularly interesting because of the fact that the cam- 
paign referred to was probably the most colorful one of the entire Civil War. 


The Squibb Laboratories still maintain the same rigid control over the 
production of Squibb Ether and Squibb Chloroform as Dr. E. R. Squibb did 
in the days of ’61 to ’65. Anesthetists and surgeons can be assured that the 
same high purity and effectiveness still characterize these two important 
products of the Squibb Laboratories. 








For three-quarters of a century CHLOROFORM 
SQUIBB has been the Chloroform of choice. It is mar- 
keted in a container which provides an easy and econom- 
ical means of administration. This container is of a size 
and shape convenient for the pocket, the surgical case 
or the obstetrical bag. 


TWO IMPROVEMENTS 
in the packaging of Squibb Ether 


1. The Mechanical Closure (solderless) top to prevent 
contamination of the ether by solder or soldering flux. 


2. The New Copper-Lined Container for the preven- 
tion of changes in ether upon storage. 


E-R-SQuiBB & SONS 


PROFESSION SINCE 1858 
NEW YORE 
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Problems in School Administration for the 


Educational Director 
Sister Helen Jarrell, R. N., B. S. 


ment and progress of our schools of nursing, the 
administrative problems in connection with them 
are becoming more and more complex.* 

The school of nursing is today perhaps the most 
important department in what is really a business or- 
ganization, the modern hospital. On the one hand, are 
the demands of that business institution for service, 
efficiency, and economy on the part of the nursing 
school; on the other hand, is the ever-increasing de- 
mand of the Grading Committee and similar outside 
influences that the school give to the student an edu- 
cation which consists, first, of training which produces 
skill, second, of experience which forms good habits, 
and third, sound educational preparation,which implies 
a cultural background and includes the fundamental 
sciences, as well as an understanding of human rela- 
tionships, and the ideals and principles of a profession. 

This, then, is the problem of the educational direc- 
tor. With the hospital superintendent and directors to 
the left of her and the Grading Committee to the right 
of her, she must answer the insistent demands of both, 
rendering a high type of service to the hospital, and 
giving a high-grade education to the nurse. 

Perhaps she, better than anyone else, realizes how 
unsatisfactory and incomplete is the present educa- 
tional system. This is readily seen when one realizes 
that in the United States there are schools in 2,155 
hospitals ranging in size from 5 to 4,000 beds; that 
these hospitals are of every kind, public, private, gen- 
eral, and special; and that there is no uniformity in 
clinical material, and no criteria or restrictions for de- 
termining what standard a hospital must reach before 
it is properly qualified to conduct a school. The varia- 
tions in age and preparatory education are so great 
that there is no common background for teaching, and 
all instruction must be pitched to what is guessed to 
be the level of the average. 


[: is increasingly evident that, with the develop- 


*Read at the 15th annual convention, C. H. A., Washington, D. C., Sep- 


tember 2-5, 1930. 


Unfortunately, service to the hospital and its pa- 
tients is the thing on which the whole system hangs. 
Students perform nursing and other tasks over and 
over, until they have no bearing whatever on educa- 
tion. The eternal conflict between the two functions 
of the hospital—service and education—is a constant 
nightmare to the educational director. And, sad to 
say, the needs of education do not coincide with the 
needs of service in the hospital, or vice versa. 

In Nurses, Patients, and Pocket Books, the problem 
of modern nursing education is graphically pictured. 
The soundness of the present system of apprentice- 
ship is questioned, and the demand is made that in all 
fairness to employers of graduate nurses who have 
every right to expect nursing service, and in all fair- 
ness to the students who knock at the doors of our 
nursing schools, we must be in a position to offer sound 
education programs, by expert teachers, under condi- 
tions which make possible both concentrated study and 
experiences of true educational value. 

But how are we to give this sound education? With 
the limited facilities at hand, how are we to prepare our 
students in such a way that, upon graduation, they 
will be educated, cultured women, of a high degree 
of intelligence and morality, thoroughly fitted and 
equipped to be intrusted with human lives? 

This is the problem of the educational director, and 
it resolves itself, I believe, into three separate prob- 
lems—education, service, and discipline. 

Educational Aspect of Problem 

Let us consider the educational aspect of the prob- 
lem first. With the work of the Grading Committee 
in progress, it is imperative that the education offered 
our students become of an increasingly high order. If 
our students are to receive collegiate credit for their 
undergraduate work (and that is the goal toward which 
we are all striving!) then we must offer them a cur- 
riculum which is collegiate in its aspect. 

We cannot do this, however, unless, in the first place, 
we actually have such a curriculum or fixed schedule of 
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courses ; and, in the second place, unless we adhere to 
it. We must have fixed hours for classroom study, and 
fixed hours for service; and these must be conscien- 
tiously carried out. It is very obvious that, unless we 
have order and organization in our school of nursing, 
as in all other departments of the hospital, we cannot 
get real results. 

It is difficult for the ordinary hospital to conduct an 
organized school within its precincts, for there is al- 
ways the temptation to use the nurse for practical work 
first and let her education slip into a secondary place. 
Where the number of nurses and funds are limited, it 
is a problem to arrange hours, so that the nurse can be 
released from duty at stated periods for classroom 
work. And it is still more difficult to get students of a 
uniform grade of intelligence, so that they can be 
grouped and receive classroom instruction together. It 
is always a definite problem in a school of nursing to 
secure funds to overcome these difficulties and, there- 
fore, the necessity of having a separate budget for the 
maintenance of the school. 

Many schools -of nursing are discontinuing the 
monthly allowance heretofore given to students and 
no better use could be made for this money than to 
use it for high-class professors and instructors who 
have been properly trained and educated for their 
specific subjects. 

The day has gone, never to return, we trust, when 
the directress of nurses with two or three untrained 
assistants formed the entire faculty of the school. 

How are these obstacles to be overcome? If the 
educational director is determined to see her school 
succeed, she will find a way around them. She will 
coéperate with the hospital, and will convince those in 
charge, of the need of classroom education; in other 
words, she will develop in herself and all those who 
have to do with the instruction of the nurses, an edu- 
cational conscience, so that her students may be re- 
leased, without question, at stated periods. She will 
search around until she gets instructors properly quali- 
fied. She will conduct intelligence tests to establish the 
intelligence of students before admitting them to the 
school. 

After she has arranged a fixed program and drawn 
up a curriculum that meets present-day demands, she 
must see to it that the facilities and equipment of her 
school are what they should be. You cannot teach 
properly unless you have the wherewithal to do it. 
Well-lighted and ventilated classrooms in quiet sur- 
roundings are a necessity as well as laboratories, lec- 
ture rooms, and demonstration rooms. Newer methods 
of transmitting knowledge require models, microscopes, 
slides, moving-picture machines, and similar equipment 
in generous proportion. It is impossible to have a 
school of high educational standard unless it is proper- 
ly equipped. 


Importance of Faculty 


The importance of the faculty cannot be overesti- 
mated since the faculty really determines, to a large 
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extent, just what the school itself is. Speaking before 
the American Hospital Association convention in 1929, 
Margaret Tracy, R.N., assistant professor of Yale Uni- 
versity School of Nursing, New Haven, Conn., said: 
“We must have teachers whose whole time is spent in 
the classroom or laboratory. But we must also cherish 
and strengthen the teacher who works with the student 
in the wards of our hospitals, in the clinics of our dis- 
pensaries, and in the districts of our Visiting Nurses 
Association. Any consideration of the preparation of 
teachers for our schools of nursing must include both 
groups, the classroom teacher and the clinic teacher. 

“The nurse instructor should have a college degree, 
with additional work extending into the fifth year in 
psychology, educational principles and practice, his- 
tory of education, and educational methods. 

“She should have some training in teaching. Com- 
paratively few of the teachers in nursing schools have 
had adequate preparation in educational principles and 
practice. In Nurses, Patients & Pocket Books, the 
Committee on Grading of Nursing Schools shows that 
only 35 per cent of the women at the heads of schools 
of nursing have more than a high-school education, 
while some 25 per cent have not even completed a 
high-school course. Although 85 per cent of the value 
of a school is contributed by the teachers, one-fourth 
of all our schools have no trained teachers. 

“In addition to collegiate and pedagogical training, 
the nurse teacher should also have specialized knowl- 
edge of her subject. If she teaches pediatrics, for in- 
stance, she would have not only a knowledge of caring 
for sick babies, but a broad knowledge of child psy- 
chology, habit formation, normal behavior, nutrition, 
etc. It is most gratifying to note, in the survey of the 
Catholic hospital field, the constant progress which has 
been made in our Catholic hospitals and schools of 
nursing, and in preparing Sisters for special and ad- 
ministrative positions. 

“The ideal nurse teacher is the graduate nurse with 
a personality which makes for successful teaching in 
any field; a definite training in educational principles ; 
practice either in college or normal school; and suffi- 
cient knowledge and practice in the various nursing 
fields to acquaint her with the problems the nurse must 
face.” 

These are the requirements for the nurse teacher as 
laid down by Miss Tracy, an acknowledged leader in 
our field. How many of the teachers in schools of 
nursing could, I wonder, fulfill the requirements? And 
if not, why? 

In an address before the same convention, Marion 
Rottman, R.N., Director of Bellevue and Allied Hospi- 
tals, New York City, defines the faculty of a nursing 
school as composed of nurse instructors especially and 
specifically trained for teaching, assisted by the edu- 
cational director or principal to handle one or more 
classroom subjects. Supplementing their work is the 
instruction contributed by a group of “lecturers”: the 
medical, surgical, and other aspects of disease by the 
medical staff; dietetics and dietotherapy by dieti- 
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tians; etc. Schools associated with colleges or universi- 
ties also have instruction from university departments 
in biological and social science. 

“Responsibility,” says Miss Rottman, “presupposes 
qualification. The director as faculty leader, needs to 
possess not only the ability for immediate execution 
but also the qualities enabling her to use and plan into 
the future, and the wisdom to know that her plans are 
practical and capable of being carried out. Each mem- 
ber of the faculty should be similarly well equipped 
and given the opportunity to contribute curricular 
suggestions. 
faculty is that the nurses who compose it shall be 
educators who appreciate the functions of nursing, 
and know how to utilize the resources of their indi- 
vidual school and hospital.” 

It goes without saying, that not only should the fac- 
ulty be sufficiently well trained, but should be sufficient 
in number to guarantee a high type of instruction. 
No matter how competent an instructor is, she cannot 
do justice to herself if she is overworked. 

But competence is not the only requirement of good 
instructors. They should also be regular in attendance, 
and enthusiastic. Repeated failure on the part of pro- 
fessors or instructors to appear for classes leads to in- 
difference on the part of the students. They should be 
regular in attendance, and so whole-heartedly enthusi- 
astic about their subjects that they will transmit this 
enthusiasm to their students. They should have the 
interest of their students genuinely at heart and desire 
a steady progress. 

It is obvious that all work done by the student can- 
not be done in the classroom. A certain amount of out- 
side study is necessary. This entails reference work 
which, in turn, calls for library and study facilities, 
as well as for fixed study periods. The nurse cannot do 
outside work in her courses unless she is (1) given time 
for study and (2) provided with library facilities. 
Every nursing school should have a library of the size 
its means justify, and should see to it that the students 
use this library. In many instances, where the correct 
preparatory training is lacking, students will have to 
be taught how to use the library and utilize their study 
periods to advantage. 

Of course, all of this calls for money. And this re- 
minds us again of the need of a separate budget for the 
school. As Ada Belle McCleery, R.N., superintendent 
of Evanston Hospital, Evanston, and, for many years, 
director of the National League of Nursing Educa- 
tion, said when speaking before the American Hospital 
Association last year: “The practice of nursing has 
grown more complex as civilization has grown more 
complex; and the school of nursing like any college, 
professional school, or technical school, if it is to retain 
its influence and effectiveness, cannot operate without 
funds. Too often the hospital does not realize this, and 
metes out to the school such pitifully small sums that 
it cannot operate as it should or give the student nurse 
the type of education to which she is entitled. The 


The fundamental characteristic of the. 
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school should be regarded and treated as an entity, 
and, as such, should have its own budget, sufficiently 
large to permit it to operate with efficiency.” 


Service Aspect of Problem 

So much for the educational aspect of the director’s 
problem. Now let us look at it from the service stand- 
point. Ever since the beginning of nursing, the nurse 
has been considered as an apprentice in the hospital. 
Her education was for so long a time either entirely 
neglected or considered quite secondary, that in many 
hospitals today, where the old régime is still in force, 
it is quite a problem for the educational director to 
obtain the proper codperation from the service depart- 
ments of the hospital to permit her to carry on her 
work. 

Properly conducted, the nursing work rendered by 
the student can be made quite educational. It can be 
made like the laboratory work done by the science 
student, or the practice teaching done by the peda- 
gogical student, and this is the light in which it should 
be regarded. And here I wish to call attention to the 
fact that the educators in a school of nursing have the 
advantage over other educators in other fields, that of 
teaching the subject in its natural setting. 

In many, nay, in most of our hospitals, the nursing 
service rendered by our students is urgently needed. 
But there is no reason why this service cannot be or- 
ganized in such a way that it will blend in with 
the work done in the classroom and be used to strength- 
en and illustrate classroom instruction. This will never 
be the case, however, if the nurse is left entirely to 
herself, to perform, day after day, certain services in 
a perfunctory or routine manner. 

To make the most of her practical work, she should 
do it under the supervision of a competent supervisor. 
She should be told the “why” and “wherefore” of what 
she is doing, so that she may regard it, not as monoto- 
nous, mechanical labor, but with an intelligent under- 
standing that will make it more interesting and pro- 
mote greater efficiency. Does the medical school leave 
the intern to himself, to perform his tasks in the ward 
without competent instruction? No indeed! He is 
given “ward walks” with intelligent instruction by the 
physician who is in charge of the case. Everything he 
does is done under supervision. 

In just this way should the practical work of the 
nurse be organized and conducted. If she is assigned 
to give a bath to a patient with pneumonia, this should 
be taken as an opportunity for instructing her about 
pneumonia. She should be told all about the individual 
case, the predisposing causes and symptoms; what is 
being done to treat the case—diet, etc. The next time 
she bathes that patient, she will not only do it more 
efficiently, but will go over in her own mind the in- 
struction previously given her about pneumonia. 

Insofar as the time of doctors permits, they, too, 
should give the student nurse bedside instruction. 
They should show her how to note and observe symp- 
toms, danger signs, etc. In doing so, they should be 
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made to realize that it is to their own benefit, since 
the nurse, thus instructed, renders more efficient serv- 
ice to them. 

Another thing to remember in linking the practical 
work to the classroom instruction, is to see that there 
is utmost uniformity between the two. To teach the 
nurse one thing in the classroom and have her see 
another in practice on thie floors causes confusion in 
her mind and is highly detrimental. Also, there should 
be absolute uniformity on all floors, so that chaos may 
not result when she is transferred from one floor to 
another. 

When new supervisors are taken on by the hospital, 
it is essential that they be instructed immediately so 
that the student nurse who works under their super- 
vision may not be confused. Somerset Hospital, Som- 
erset, N. J., realizes the necessity of this procedure, 
for Daisy Kingston, superintendent, writing in the 
January, 1929, issue of Hospital Management, says 
that her hospital uses a method book which is typed 
and placed at each supervisor’s desk, in order that 
there may be absolute uniformity of practice. When a 
new supervisor comes to the staff, she is made familiar 
with this book; the instructor demonstrates all pro- 
cedures to her and she is then prepared to assist in the 
follow-up work with intelligence and uniformity. 


Disciplinary Aspect of Problem 


And now for the third and final aspect of the edu- 
cational director’s problem, that of discipline. There 
was a time, not so long ago, in most of our hospitals 
when it was thought that discipline could be obtained 
only by compulsion or force. That period, happily, is 
passing ; and we are coming to see that best results can 
be obtained with the student by treating her kindly, 
putting her on her honor, and appealing to her bet- 
ter self. 

I have never been in favor of compulsion, and want 
to go on record as being absolutely against anything 
that savors of it in our schools. The practice of de- 
priving a nurse of her hours and her cap, is, I am sorry 
to say, still in use in some of our hospitals; it is a 
hangover of the old disciplinary method which was 
uppermost in nursing rules, and the sooner it is totally 
discarded, the better. It lessens the dignity of the 
student, attracts the attention of patients to her, and 
never produces any good result. 

If we will be extremely careful in the selection of 
our students; if we select only those who have come 
from the right kind of environment and have had the 
better type of early training, those to whom an appeal 
can be made to stand on their honor and learn to 
govern themselves; if we use good judgment in select- 
ing our applicants and then, after receiving them into 
our schools, treat them honestly, fairly, and kindly, I 
believe we will have little, if any difficulty, and never 
any need for the sterner compulsory discipline. 

Treating the student right means giving her every 
possible advantage we can within the limits of our 
budget. It means giving her a cozy, comfortable, mod- 
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ern nurse’s home devoid of “don’t” signs at every turn 
she takes in the corridor; providing the right kind of 
recreation for her in off-duty hours; serving whole- 
some appetizing food (on time) in attractive dining 
rooms that have a refined home atmosphere; and, in- 
viting her, from time to time, to talk over her problems 
and difficulties in a heart-to-heart conference. 

The right type of girl will be quick to respond to this 
kind of treatment. And, if she is not the right kind of 
girl, then she should be dismissed from the school. If, 
after a fair trial, she is found irresponsible, insincere, 
lacking in earnestness and a proper appreciation of 
the nursing profession, she should be asked to resign ; 
and under no circumstances, no matter how great the 
solicitation of relatives, should she be reinstated. A 
departure from this rule, even though the need of 
students be great, will always prove detrimental to our 
morale. For a person who cannot be trusted in regard 
to her own personal conduct is no person to have in the 
profession, or to intrust with the lives of others. 

That the new method of discipline is finding favor 
with the leaders in the nursing field, is readily seen 
from some of their recent utterances. Bertha L. 
Knapp, R.N., principal of the school of nursing, Wes- 
ley Memorial Hospital, Chicago, writing in a recent 
issue of Hospital Management, says: 

“Discipline in schools of nursing is most effective 
when voluntary. The assumption that an individual 
has to be forced into obedience is an assumption 
against his trustworthiness. Inspiration through per- 
sonal influence, friendship, and sympathetic counsel, 
is the ideal way to be of permanent value to students. 
Teach them a reverence for things that should be held 
sacred, and strict honesty in dealing with others. Then 
put them on their honor.” 

We of the Catholic hospitals have a decided advan- 
tage over the nonsectarian institutions in this matter 
of discipline. For we can make a strong appeal to the 
religious instinct of our students, impressing them with 
the high ideals of their profession and the moral obli- 
gation they have to God. We can imprint upon their 
minds that they should see Christ in their patients, 
that theirs is a blessed vocation, a gift from on high, 
and that, in religiously adhering to its tasks and duties, 
they are following in the footsteps of the Master. 


Conclusion 


Great, then, are the problems of the educational di- 
rector of our nursing school in its threefold aspect of 
education, service, and discipline. But let her not, even 
for a passing instant, be discouraged. Rather let her 
see, in the upward curve of nursing education, cause 
for rejoicing and optimism. In this, as in all things, let 
her place her confidence in the Divine Power, and keep 
ever before her the great benefit to her individual insti- 
tution of turning out nurses patterned after the model 
of the patient, compassionate Mother of God, and at 
Mary’s shrine let her kneel and pray. She must point 
to heaven and then lead the way. 











set down in books is easy to grasp, but diverting 

the complicated eddies, currents, and slack back- 
waters in the present-day stream of this education into 
proper channels is a gigantic task.* 

We compress into a few short paragraphs a résumé 
of what has been done toward realization of the topic 
presented, The Central School of Nursing; we make 
our observations on the causes of the crisis hinted at 
above, the influence of the traditional school on the 
student, the graduate nurse, the hospital, and the pub- 
lic. We cite, also, practices and experiments in schools 
of nursing; and lastly, append our personal choice of 
a type of instruction which seems to present the most 
promising solution. 


T= interesting history of nursing education as 


History of Nursing Schools ia U. 8. 


The first nursing schools in the United States were 
organized by groups of laywomen who recognized the 
need of a new type of worker to supplement the 
labors of the doctors and the hospital staff. These 
women succeeded in establishing small classes inde- 
pendent of hospital control; they struggled hard for 
recognition and maintenance, and difficulties attended 
their efforts to get students into the hospital wards for 
training. Eventually, these pupils were admitted as 
an experiment but they soon justified their existence 
by becoming a regular part of the nursing staff. Soon 
other hospitals saw that this new venture was an asset 
to the institution in which it was functioning, and 
similar projects multiplied rapidly. 

The hospital absorbed the school, and its physical 
control became a regular department of hospital ad- 
ministration. The schools were maintained as isolated 
units, with attitudes toward each other conditioned by 
hospital prejudices of past generations. It was a very 
human situation, and like many other human institu- 
tions, the hospital unconsciously left a wide gap be- 
tween what it tried to do for its school and what it 
really accomplished. The student stood in the gap. 

These pioneer nurse-educators were sincere in their 
purpose and honest in their practice. They were the 
sowers who planted the nursing fields that are being 
plowed under and are yielding a brand new crop of 
nursing problems requiring the most representative 
thinkers of the nursing profession to harvest. 


Effects Upon the Student 


The student of the traditional school received a very 
meager amount of real education in her training. This 
deficiency was due to unprepared instructors, insuffi- 
cient supply of hospital equipment, lack of reference 
libraries, poorly supervised practice, lack of organiza- 
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The Central School of Nursing 
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tion of clinical material, and entire absence of recrea- 
tional facilities. 

A critical analysis of our country today shows that 
in many sections these conditions remain unchanged. 
The grading committee is uncovering defects and 
weaknesses that have hitherto been concealed from the 
public and which often are revelations to those to 
whom the schools look for guidance. 

School records up to 1910 show that less than half 
of the students who entered the nursing schools com- 
pleted the course. In some cases, records to which 
notes are appended reveal the cause of the discontinu- 
ance. In many instances the student had refused to 
nurse a special case. If the records had reflected all 
of the real facts, we should have learned that in these 
institutions there was no sympathetic person who gave 
the student’s interests first place. Many of the disap- 
pointments came from discouragement caused by the 
burden of responsibility that was laid on the shoulders 
of the inexperienced student; from fear of the conse- 
quences of doing a thing for which she was not pre- 
pared; from injustices for which there was no redress ; 
and intolerance of the attitude of the medical staff 
toward the school; and finally, from a general lack of 
wholesome cultural development of the nursing per- 
sonnel. 

We realize more deeply the pathetic subtlety of this 
system of training when we consider that these stu- 
dents entered the nursing field with high ideals of 
service, with faith in our methods of training for that 
service, and that the failures and shortcomings of the 
school administrators were paid for in terms of dis- 
appointed ambitions. 


Effects Upon the Graduate 


If the effects of the old system of preparing the nurse 
were unsatisfactory to the student, then certainly the 
dissatisfaction was very evident in a much more vital 
sense in the graduate product of these schools. 

Today there is a gravitation of the poorly equipped 
graduates into the more obscure nursing fields, where 
their deficiencies are not exposed, and where they are 
either tolerated or discarded by members of their pro- 
fession. There are some who, realizing their low status, 
deliberately isolate themselves from their profession 
and drift into the field of practical nursing, where they 
can enjoy freedom from the supervision of those who 
might criticize and at whose door their failure can be 
justly laid. 

The public has become sensitized because of suffer- 
ings at the hands of the ill prepared; it is growing very 
critical of the nurse. She is questioned minutely as to 
her preparation for the service she is paid to give. The 
future holds no place for the mediocre nurse who can- 
not qualify for professional service. Pitiful to relate, 
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we find numbers of such nurses still being graduated. 
Shall this condition obtain? 


Effects Upon the Hospital 

To the hospital, the school of nursing was the solu- 
tion to an emergency problem of administration. In 
response to a demand for a service for which no work- 
ing group existed, the training school was established. 
This was a distinctively economic measure. The edu- 
cation provided was in some cases good, but in most 
hospitals it was very poor, to say the least. The stu- 
dent nurse was exploited in devious ways: special duty 
nursing was spread over a great part of the training 
period, from which service the hospital reaped an ap- 
preciable fee; duties were conflicting and the depart- 
ments of administration were at variance with one 
another, for which variance the nurse paid in loss of in- 
struction hours; there was no set limit to her working 
schedule; and she was often used as a supervisor of 
other students. 

The hospital had always guaranteed to the patient 
scientific nursing care, and to the student, preparation 
for a professional service, but its values were mixed. 
The patient and the student each benefited and each 
suffered at the hands of the other. The hospital re- 
ceived the criticism of both. It seemed a task of im- 
possible nature for the administrator to walk a lane 
between hospital needs and student needs, and to 
serve both effectively with no neglect of either one or 
the other. 

The conscience of the hospital that has not yet 
solved this problem is troubled. The administrators 
realize that the crossroads have been reached, and that 
the students, representing a contribution to our na- 
tion’s health, are standing in a body, asking which way 
to go. The hospital must clarify its conception of the 
relationship existing between the administration and 
the school and advance with the attitudes of other 
social and educational institutions in releasing the con- 
trol of the school to the educational group, to which 
it rightly belongs. 

Types of Central Schools of Nursing 

In viewing the central schools of nursing, we note 
that much has been done already and that this type of 
school is now a well-established organization. Many 
different plans have evolved from the idea. In the 
light of the experience of others, each one of us can 
study his own field and work out a plan that will fit 
into his particular problem of nursing education. 

Many of our accredited schools of nursing are in 
reach of satisfactory opportunities for college educa- 
tion for their students. Doubt arises concerning the 
advisability of a hospital that cannot make for such 
expansion continuing to conduct a school of nursing. It 
would do a greater service to supply to its community 
a staff of nurses qualified by scientific preparation to 
nurse the sick. By so doing, it would better meet the 
needs of the patients and at the same time forward 
the movement for fewer and better schools for fewer 
and better students. 
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The universities and colleges have been codperative 
in opening their doors and generous in providing quali- 
fied instructors, equipment, teaching material, class- 
rooms, and library service to the students of nursing. 

The curricula of the university schools are very 
broad and enriched with a content that could not be 
provided in any hospital school. The course usually 
covers five years at the end of which the student re- 
ceives a college degree and a nursing diploma. The 
applicants must conform to all the requirements ex- 
acted of the other university students. This exaction 
together with the lengthened term, draws better quali- 
fied individuals to the nursing school and functions 
most effectively in the elimination of the unfit. 

We have several distinct types of university schools. 
The central school of nursing and the school for cen- 
tralized instructions are the two that are attracting 
the most attention. The University of Minnesota has 
set the example of the central school of nursing. Here 
the students are received by the university and housed 
in the dormitories. They rotate through several hospi- 
tals for their nursing services and continue their course 
of studies at the university. A Bachelor of Science de- 
gree with a major in nursing is conferred at the end of 
the term. 

Another type of central school is that in Cleveland, 
where three hospitals gave up their schools and merged 
them to form a separate school at Western Reserve 
University, an endowed school with a dean. It is re- 
ported to be fulfilling the hopes of its founders. 

Courses at many universities have been established 
for centralized instruction for nursing students of pre- 
existing hospital schools. The students continue to 
live in the nurses’ homes of the different hospitals, but 
attend the university for their classwork. This type 
has made a wider development than the two previously 
mentioned, but the Minnesota plan is the real type for 
the Central School of Nursing. 

Where university courses are not available, hospitals 
are making use of junior college affiliations. Such affili- 
ation has existed in Kansas City for twelve years. Ar- 
rangements were made with the local board of educa- 
tion, under which board the nursing school has operat- 
ed since its inception. 

The future will see as leaders of the nursing profes- 
sion those who have had the most complete prepara- 
tion. Unbiased judgment points to the university 
school as the best field of production. There, recog- 
nized leaders in the educational field are constantly 
studying present conditions and translating their 
values into objectives that will meet the needs of the 
changing future. Through the medium of the central 
school, the students are thrown together into group 
organizations, under proper guidance, with sufficient 
funds to establish contacts with public institutions. 
These contacts will break through the isolating walls 
that have separated the different fields of nursing and 
will form interactions that will carry over from stu- 
dent activities to graduate service. 
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Not the least of the factors to be considered in the 
university school of nursing are the college environ- 
ment and the cultural benefit to be derived from the 
associations. To be classed as a college student is to 
reach its highest realities in the nurse; she must be 
aroused to energetic action in the development of 
proper habits of self-improvement. No worthy quality 
should be omitted from her preparation. She should 
be able to project meaning into the lives of the pa- 
tients with whom she comes in contact and should 
help them to develop a deep spiritual sense of responsi- 
bility toward life that will sustain beyond temporary 
things. 

Some of the central schools have had difficulty in 
getting themselves firmly established, and some of the 
hospitals have found it hard to make the proper ad- 
justments, but none who have put a hand to the plow 
would turn back, for once established, the schools have 
evolved standards that have more than compensated 
for the hardships encountered. 

To meet its obligation in any of these separate pat- 
terns, the hospital must present a suitable practice 
field with a minimum amount of routine work and pro- 
vide skilled supervisors who are capable of stimulating 
and leading the student and of inspiring her with pro- 
fessional attitudes. We want conscience as well as 
science, and much lies in the power of the supervisor 
who is “cheered by the dignity of her task” to hold 
the student’s ideals above the mechanisms of labor 
and to make of her a vital part in the program of ad- 
vancing health. It is through such supervision and 
teaching that we hope to humanize the outlook of the 
nursing profession and to emancipate it from the suspi- 
cion of mercenary ends under which it is laboring. “A 
teacher cannot give what he does not have.” This fact 
points out the care that should be exercised in the 
choice and preparation of those who teach in the 
hospital wards. 

Organization 

To effect the organization of a central school of 
nursing, some basic principles must be met. These 
might be considered under three heads: arrangements, 
curriculum, and finance; the management of which 
could best be handled by committees appointed by au- 
thorities of the hospital and of the college. The selec- 
tion of the committees should be well thought out and 
the members carefully chosen according to their quali- 
fications to meet the needs of the work in hand. 

Committee on Arrangements 

The work of the committee on arrangements would 
be to acquaint itself with every detail of information 
regarding the project from the viewpoint of the college, 
the hospital, the school, and the community. This 
would mean that the committee, after making this 
survey, would fix the responsibilities of these institu- 
tions and would enlist the codperation of local organi- 
zations for the conservation of health, would analyze 
procedures that have been tried out and found satis- 
factory in other schools, would complete a scheme that 
would fit into the present situation, would provide for 
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transportation of students and instructors, and would 
arrange a schedule for meeting hospital nursing needs 
during the time that the students spend away from 
the wards. The committee should keep in mind that 
the greatest factor making for success in the proposed 
plan is leadership. 
Committee on Curriculum 

The committee on curriculum should be made up of 
representatives from the college, the hospital, the pub- 
lic health board, and the National League of Nursing 
Education. The duties that this committee would be 
expected to cover would be: To decide on the content 
of the curriculum; to plan class schedules; to choose 
instructors for the different subjects; to secure co- 
dperation from the health centers for student affilia- 
tions; and to select textbooks for the school. 


Committee on Finance 

One of the emerging problems of any organization is 
that of financing the project. The function of the 
finance committee would vary according to circum- 
stances. - If an endowment is available, the duty of the 
committee would be to administer the fund; if not, 
its work would be to provide a means for financing the 
budget of the school. In most instances the hospitals 
that affiliate bear the expense. In some organizations 
the students pay a fee that partially covers the amount, 
and the hospitals carry the deficit. Surveys show that 
other schools are supported by a separate auxiliary 
organization. In Milwaukee, the central school is 
financed by an entirely different plan: each hospital 
represented in the school keeps two senior students 
in the city emergency hospital, for which service the 
city provides a fund for the school. 


Observations 
The Central School of Nursing does not bring us to 
the end, but to the beginning of nurse education. A 
little band of laywomen conceived and accomplished 
the plan of establishing a school for nurses, and while 
it was still in its infancy, the hospital reached out 
ready arms and adopted the infant school. This child 
has now grown to the stage where it is quite ready to 
walk alone, and when we have finished milling over 
what we are to do with it, and are all united under the 
banner of the central school, for I take it, we need to 
join the modern caravan that is wending toward some 
centralized form of instruction, we will but guide the 
youth along the lines originated by those who started 
our pioneer nurses on the way. We will make the ideal 
they aimed at truly an ideal, for modern science, side 
research, the study of sociology, and the present-day 
insistence on the Christlike spirit of service will aid 
us in reaching gloriously the star to which they hitched 
their wagon. 
Personal Opinion 
I have tried to set before you the present-day veer- 
ings toward education in the central nursing schools. 
My choice would be that of the college—school type of 
centralized instruction, where, after evaluation of their 
personality and mentality, we accept our own students, 
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house them, use our own hospital for a practice field, 
and send them to the college for their scientific in- 
struction. 

I feel that our interest in the student nurse who 
makes our nursing school a home and our influence on 
her are of infinite worth to her personally. We mold 
her ideals in service, in loyalty, in nobility of Christian 
character. Our graduates are signed with an indelible 
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seal that sets them apart, a seal that is distinctive for 
each institution ; “a St. Mary’s nurse,” a “St. Joseph’s 
nurse,” the world labels them. And for each of these 
graduates, her hospital becomes a mooring mast to 
which she can tie, in an alumnae organization, in a 
social home-coming, in a personal touch that makes 
life a joyous thing through loved contacts made during 
years of sympathetic association. 


Sister M. Victoria Bergaus, R. N. 


days, we are attempting to focus our entire, our 

whole-hearted attention upon the patient who 
enters within the portals of our hospitals to find sur- 
cease from pain of body or anguish of mind.* First, 
second, and last, it is the interest and welfare of the 
patient that we must consider. We virtually spend our 
lives in this noble work of mercy, and we are ever on 
the alert with keen eye and open mind to perfect the 
old methods, or to discover new ways and means 
whereby we may better serve our patients and help 
them back to a life of usefulness, of goodness, and of 
beauty. 

Allow me to call your attention to a more or less 
neglected phase of our hospital work, the patients’ 
library. We have many therapy departments within 
our hospital walls to bring healing to the body; yet, 
have we considered as seriously as we ought that such 
a department as the patients’ library is a most valu- 
able source of therapy for the mind? While rendering 
to the patient soothing alleviation for the body, have 
we become too much absorbed or forgetful of seeking 
alleviation for the wearied mind? When once we fully 
realize the importance of procuring happiness and con- 
tentment of mind for our patients, we will be con- 
vinced that this phase of our nursing profession must 
hold a prominent place in the art of nursing the sick. 

In order that we may take home with us today some 
concrete aspect of this topic, the patients’ library, al- 
low me to present at least four major points for con- 
sideration in relation to it: First, the true value of 
books to our patients; second, the appropriate kinds 
of books for the various types of patients; third, the 
library and its organization; and, fourth, the librarian 
who is to preside in this “bibliotherapy department.” 


T ODAY, as yesterday, and many previous yester- 


An Object Lesson 


In connection with the first point, as to what books 
may mean to the patient at a time of imposed idleness 
or when forced by painful circumstances to forego, for 
a time at least, the customary routine of the day, I 





*Read at the 15th annual convention, C. H. A., Washington, D. C., Sep- 
tember 2-5, 1930. 


* am pleased to tell you a story of a little girl, 11 years 


old, who one day found herself confined in a surgical 
ward in one of our large eastern hospitals. An injury 
to one of her legs resulted in osteomyelitis. Operation 
followed operation with its only too-well-known se- 
quelle of excruciating pain, long and dreary confine- 
ment to bed, separation from playmates, and the gnaw- 
ing heartache for father, mother, and home. Weeks 
followed weeks, and months followed months before 
the little girl was finally released back to the world 
from which she had come. The long illness had played 
havoc with her little frame, and her broken body was 
for a time supported with crutches, for the usefulness 
of her leg was indefinitely impared. The point of in- 
terest in this case, however, was that while the sick 
body was being cured the mind of the child was like- 
wise being developed and pleasantly entertained with 
wholesome reading matter. The kind Sister in Ward 
B, sensing the magic power of books, knew how to 
bring quiet, pleasant little companions from the mys- 
terious world of stories to help while away the dull and 
tedious hours of her little patient. Who can count the 
many golden hours enjoyed by this little sufferer be- 
cause of this alleviation of mind as well as of body? 
It was here that the little girl read her first great love 
story, the life of the saints and the martyrs, related in 
child language, and when the racking pains would 
shake her tender body, her lips would still force a 
smile, for she had read that others, too, had suffered 
for the love of Jesus. 

Later on, when the little girl could not join in the 
games of her former playmates, the pleasant com- 
panionship of books to which she had been introduced 
in the hospital, solved the problem of loneliness and 
readjustment. And when the passing years brought re- 
newed health and vigor, young womanhood found her 
in the rank of nurses. In her ministrations she remem- 
bered above all the soothing balm and the potent rest- 
fulness to be obtained from the judicious doses pre- 
scribed in Biblica Medica, and these she administered 
as enthusiastically and successfully as the other pre- 
scribed medicines. Today, as a Sister, she still follows 
her calling as a nurse and vender of books to God’s 
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specially loved ones, conveying to them untold happi- 
ness and sunshine and peace and rest and contentment. 

In concluding this little incident I might add that 
the kind Sister in Ward B planted a tiny seed of book 
love, probably unknown to her, which developed into 
a love of good literature and with it a love and strong 
desire for all that is truly great and good in life. 

It is true that the majority of our patients stay for 
only a short time; nevertheless, the field is vast for 
earnest endeavor. The Golden Rule might aptly be 
applied here. Who of us, if we were incapacitated 
and dependent upon the mercy of others, would not 
appreciate a good book to soothe our vagrant moods 
or help us to forget our pains? Why not, therefore, 
make every effort to do for others what we would wish 
them to do for us? 

We are taking care of the whole patient, body, soul, 
and mind. We must aid our patients to adjust them- 
selves to their new surroundings if we wish them to 
be happy and contented. The depressed patient must 
be rescued from the dark quagmire of his mind and 
gently placed on level and firm ground where peace 
and contentment may help to bring to him again health 
and vigor. Most of our patients are in a condition to 
be greatly benefited by books which they read or which 
may be read to them. The elderly gentleman and the 
elderly woman must be helped down the road they now 
so feebly travel, and books can help them pleasantly 
to relive the days which were once theirs but are so 
no more. The man in the prime of life, restive under 
the restraint of illness, can be conveyed on the magic 
train of thoughts bound in a book, through foreign 
lands, through the realms of philisophy or humor, as 
the occasion may demand, without violating the doc- 
tor’s orders for absolute rest in bed. The young mother 
who always busy with her many household tasks 
never found time to read certain books she wanted or 
which would be of special benefit to her, now conva- 
lescing, is encouraged to read and thus beguile the 
long hours which she might otherwise spend in vain 
fretting and worrying about her home. The young man 
and the young woman need “medicine for the soul,” 
too, and this can unobtrusively be given by placing 
close at hand books of high ideals and heroic deeds. 
Who has gauged the depth of a reaction for weal or 
for woe, which the physical phenomena exert on the 
mental, or the mental on the physical? 

Right here in connection with the subject in hand, 
I might refer to the effect of a casual picking up of 
the Lives of the Saints by the great Ignatius when re- 
covering from a wounded leg. From a valiant soldier 
of an earthly sovereign he became a heroic soldier of 
Christ. The story is too well known to need repetition. 
So again I say, while we nurse the body, let us not 
forget the soul, for it is infinitely more precious than 
the body. 

And last but not least let us consider the little chil- 
dren intrusted to our keeping. They are like birds with 
injured wings, unwilling prisoners in unfamiliar sur- 
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roundings. Let us give them pinions of magic which 
will bear their spirits aloft through the balmy atmos- 
phere of the world of good books. 

Considering the apostolate of books, we, as Cath- 
olics, have another duty which we should never forget. 
Do we fully appreciate the powerful influence of good 
books, of good, Catholic literature ? Sometimes a single 
passage from a worthy book will supply the needed and 
longed-for nourishment of a starving heart. Many a 
Catholic has entered our hospital, ignorant of his reli- 
gion ; and many a non-Catholic, unaware of the beauty 
and truth of our holy religion. Have we allowed them 
to go away from us still groping in the dark, or have 
we placed the searchlight of enlightening books into 
their willing hands, wherewith they might discover for 
themselves truth, true worth, and God? Again there 
are those Catholic patients who stay with us indefi- 
nitely, until they leave us to cross the great divide. 
Have we helped them to span the swiftly flowing waters 
of time? Did we construct for them a bridge of helpful, 
trusting, elevating thoughts, drawn from the perusal 
of worthy books, or were they given mere husks of 
cheap novels, magazines, and daily newspapers to form 
the bridge over which they must pass from this world 
to the next ? 

Kinds of Books 

As to the type of book to fit the type of the patient, 
there are various points to be considered : The librarian 
who deals out the potions from the Biblica Medica 
must know the nature, the therapeutic action, to a 
certain degree, of her wares, as well as the type of 
patient who is to receive them. The nurse or Sister in 
charge can here render valuable assistance to the li- 
brarian. The nurse comes into close contact with her 
patient and notes the patient’s mental and educational 
background as well as his reading experience. The 
present mental and physical condition must also be 
taken into account as well as the degree with which 
the one reacts on the other. The nurse can carefully 
probe the literary taste of the patient and thus serve 
him with the kind of literature he will enjoy and from 
which he will consequently derive the greatest pleas- 
ure and benefit. This must, of course, exclude all cheap, 
trashy types of literature. 

It is important to consider the type of book which 
the patient needs. Does he require only new food for 
thought, or an aid for self-forgetfulness? A patient 
who reads is certainly far better off than one who does 
not read, and who is consequently forced to spend a 
great deal of his time in thinking about himself and 
the ills to which flesh is heir. The medical profession 
will unanimously agree that a contented mind is a 
great stride toward the coveted goal of health. 

In the distribution of books let us also remember 
that certain types possess the power to cheer, to dispel 
apathy, to calm, to amuse, to instruct, to bring peace. 
Some act as stimulants or tonics, sedatives, or even 
mental purgatives. In a word, each type must be ju- 
diciously selected. A patient with only a fractured 
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femur might read one type, a mental and nervous pa- 
tient might need a far different type of book from that 
given to the ordinary convalescent. Children, too, must 
have books commensurate with their mental back- 
ground. But whether we deal out biography, travel, 
science, poetry, fiction, or religion, let us select the 
book with a view to the patient and not distribute our 
literature indisciminately. 


Organizing the Library 

Now as to the organization of hospital libraries, 
there are two systems: the unit system and the group 
system. The unit system consists of a library with a 
trained librarian to distribute the books. The group 
system establishes libraries throughout the country or 
city, borrows books from the public libraries, and ap- 
points someone to be responsible for them. 

The unit system, although more expensive, is more 
satisfactory because the library is the sole property 
of the hospital. Some small hospitals may feel that 
this is a rather heavy expense, but those who have 
tried it out agree that the outlay is well expended. 

As to the location of the library, we would suggest 
that some quiet, sunny room be chosen, a room that 
can be readily reached by all ambulant patients as well 
as by those confined to a wheelchair. The room should 
be airy and cheerful and the chairs should be comfort- 
able. The place can be made attractive in many ways 
so that the patients who come to the library and spend 
an hour or so there may forget about hospital life for 
the time being. 

A few words in regard to the kinds of books which 
the patients’ library should or should not contain. 
Books intended for doctors or nurses are out of place 
in the patients’ library, and for this reason it is always 
best to have the patients’ library separated from the 
medical library. Only books that have a cheerful, in- 
vigorating effect upon the patient and carry him away 
from himself and the hospital atmosphere should be 
given him. 

In our own hospital we have a medical library to 
which the doctors, interns, medical students, and nurses 
have access at any time. In addition to this there is a 
nurses’ library consisting of about 800 books of science 
and about 400 books of fiction. This library is estab- 
lished in conection with the nursing school proper and 
is in charge of a Sister librarian. No books are taken 
from this library without registration in a book pro- 
vided for that purpose. Nurses are permitted to draw 
books from this library of fiction for patients interest- 
ed in a particular book, with the permission of the 
Sister librarian in charge. The books are cataloged ac- 
cording to the Dewey decimal system. Our patients’ 
and nurses’ library is constantly being enlarged by 
means of generous donations of books from patrons, 
former patients, and alumnae members. Books, how- 
ever, are carefully read by the librarian before they 
are placed on the shelves. As to the patients’ library 
in general, we have a trained librarian from the city 
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library who comes to the hospital with her book cart 
twice a week and visits all the patients who may read. 
She leaves a number of extra books with the Sister 
librarian in case a patient may want a new book be- 
fore her next visit. 

Catholic literature, fiction by Catholic authors as 
well as the more serious type of books, is generously 
provided for our Catholic patients. The Faith of Our 
Fathers, The Question Box, and The Business Side of 
Our Religion, are popular and are frequently called 
for. Plain Talks on Marriage, and The Training of 
Children and Girls in Their Teens are popular editions 
in our maternity hospital. They are read with interest 
and appreciation by Catholics and non-Catholics. 

Our isolation hospital has its own books which never 
leave this department. 

If any hospital needs assistance in the organization 
of a patients’ library, I would suggest the Library 
Association of Chicago, Ill., which will gladly render 
the necessary aid. The Hospital Library by Edith 
Kathleen Jones, published by the American Library 
Association, is a valuable handbook for any librarian, 
for it contains excellent lists of books for patients. 

That a patients’ library is a cultural, educational, 
and recreational asset to any hospital is beyond doubt. 
May the day soon dawn when we feel that the main- 
tenance of such a department has become a lighter 
burden. We expend vast sums for scientific pursuits, 
for the welfare of the body of our patients and it seems 
but just that we should expend a reasonable amount 
for the spiritual welfare which makes for true happi- 
ness and contentment. 


The Sister Librarian 

And now a few words in regard to the hospital 
librarian: it is desirable that she possess a charminy, 
tactful manner and pleasing sociability. She should be 
conscious of the fact that she is privileged to minister 
to the mind of the sick even as her sister nurse is min- 
istering to the body. She must be a clever “book dieti- 
tian” and have an intimate knowledge of books, if we 
are to obtain the results from this “bibliotherapy” de- 
partment. She can adroitly interest the patients in 
books, guide them, lead them, and yet permit them 
their own choice. The opportunity for tactfully edu- 
cating certain types of patients to good wholesome 
literature, is not denied her in this field. Of course, she 
must be able to recognize unwholesome, cheap litera- 
ture, such as deals with morbid, gruesome topics that 
serve to poison not only those who are sick, but also 
those who are well. 

That the librarian should receive aid and encourage- 
ment from the nurse in charge is self-evident. She 
should be given a list of the names of the patients who 
are acutely ill and who, therefore, should not be 
disturbed. 

May we hope to see the day when every Catholic 
hospital in our country can afford to install a Sister 
librarian under the unit system. 











library is indisputable. The standard textbooks 

and periodicals of the medical library should be 
considered the tools of the doctor, just as are his in- 
struments. The medical library is the physician’s 
post-graduate school. The literature being published 
each month is so volumious that the individual can- 
not subscribe to and buy all that is published—and 
he would not if he could—as it would be a physical 
impossibility for him to read it all. If he can keep 
abreast of the literature of a specialty, he will do well. 
The problem is to make this tremendous amount of 
knowledge readily accessible to the members of the 
hospital staff and interns for reference purposes. The 
hospital medical library, if properly organized and 
maintained, will be a most valuable asset to any hos- 
pital. “A good medical library can help to elevate the 
standard of the medical profession, to improve medical 
practice, to enrich the teaching of medical students and 
nurses, to promote research and discovery, and through 
all these to contribute to the health and hygiene of the 
community as a whole.” 

The Essentials in a Hospital Approved for Interns, 
prepared by the Council on Medical Education and 
Hospitals of the American Medical Association in- 
cludes this statement concerning the hospital medical 
library : 

“There must be a working library, in charge of a 
librarian, which should contain a useful selection of 
late editions of standard text and reference books and 
current files of not less than ten of the better medical 
journals. The library should be inside the hospital 
building and be located where it is readily accessible 
to the interns and staff members. Collections of choice 
reference books in pathology and clinical diagnosis and 
in roentgenray work should be found respectively in 
the pathologic and roentgenologic departments.” 

It would be impossible for all hospitals to be pos- 
sessed of an “ideal” library such as may be found in a 
medical school and in some of the large city hospitals, 
but there are few hospitals which cannot maintain a 
library of a few choice medical periodicals, and stand- 
ard texts and reference books. 

There are many gradations between the minimum 
requirement for a library and the ideal library. The 
system and material at hand either is or is not a work- 
ing library. The hospital that has no library may 
establish one by various means: é 

1. An annual appropriation. As little as $300 an- 
nually would be sufficient for establishment and ex- 
pansion. 

2. It may be given outright as a memorial in the 
manner that other equipment is given a hospital. 

The necessary cost of maintaining a library is not 
prohibitive and is a legitimate item for the regular 
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budget. It is an excellent plan in some hospitals for 
each member of the medical staff to show his interest 
in the professional side of the hospital by contributing 
at least a small sum annually toward maintaining and 
improving the library. 

A good nucleus, no matter how small, and an as- 
sured annual income, are the essential requisites of 
the hospital just beginning its medical library. By the 
gradual addition of material from year to year a li- 
brary would be evolved that could be considered an 
asset to the institution and community. 

Eleven recognized medical schools now withhold the 
confirmation of the degree of doctor of medicine until 
after the fifth year, or year of internship. This, to- 
gether with the fact that state licensing boards require 
at least a year of internship for licensure, makes the 
hospital definitely an educational institution. It is an 
integral part of the medical student’s training. The im- 
portant place of the medical library in the hospital is 
then obvious. 

An attempt is being made here to put forth sugges- 
tions for the smaller hospital as well as for the hospi- 
tal desiring to become approved for internship by the 
American Medical Association. Because a _ hospital 
does not have interns is by no means an excuse for not 
maintaining a library for the use of the attending men. 

The Use of the Library 

The library should be open for such time and at such 
hours as will serve the convenience of those for whose 
benefit it is maintained—morning, afternoon, and eve- 
ning. if necessary. New material should be constantly 
added and obsolete, irrelevant volumes discarded or 
placed elsewhere. The latter remark does not apply to 
standard works that maintain their value despite their 
age. Books, journals, and other materials of the li- 
brary should be available for removal and use, subject 
to necessary rules. 

The most important functions of a medical library 
in any hospital are: The “studying up” on the various 
patients present in the hospital at the time, and the 
assisting of attending physicians and interns in finding 
material for the preparation of papers, discourses, and 
special reports. The service will be especially appre- 
ciated by physicians who are preparing papers to be 
read before staff meetings, medical gatherings, or for 
publication. Such research work is the physician’s 
means of professional growth. In this part of her work, 
as in other phases of the library service, the librarian 
can usually find much help outside the hospital’s own 
library, in public libraries, medical-society libraries, 
and in the offices of physicians. Excellent service is 
provided by some state governments, and various medi- 
cal and related organizations maintain package libra- 
ries and indexes of medical literature. This will be 
mentioned later. 
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Person in Charge 

A suitable person with regular library training and 
experience is desirable but is not always available. In 
the absence of an experienced librarian, some compe- 
tent person, frequently the superintendent or record 
clerk or some other person selected from among the 
regular administrative personnel, should be placed in 
charge of the library. Whoever is chosen for this duty 
has an opportunity to render an unusual service, for 
through the library both the interns and the attending 
staff may be stimulated to greater zest and more thor- 
oughness in their work. 

Location 

The hospital medical library should occupy a promi- 
nent location preferably in the hospital building. The 
actual location of the room will affect directly the 
amount of usage. If it is placed in an obscure corner 
. of a floor that is used very little as compared with 
other floors, it will naturally not be visited so often. 

The location should be chosen with a view to at- 
tractiveness, convenience, and comfort to those who 
will use the library. It is often preferable to have it 
on the administrative floor in close proximity to the 
doctors’ room, as the attending staff will be most re- 
luctant to seek the library if it is in an out-of-the-way 
place. 


Library Furnishings 
The room should be sufficiently large to house the 
books along with the necessary furnishings, and to 


permit its comfortable use for reading, discussion, and 
conversation. The very atmosphere of the room will 
have much to do with the extent to which the library 
will be used. The interest shown by the librarian or 
person in charge will be a large factor in developing 
and maintaining interest in the library service. 

It would be worth while for the person who is de- 
veloping such a library to visit similar libraries and 
study the elements that seem to make them a success. 
Any well-ordered and well-used library, whether medi- 
cal or not, would furnish good suggestions. The best 
type of shelf or rack is whatever enables the book or 
journal to be quickly found, easily removed, and easily 
replaced. There should be a complete card index. 
Binding journals into volumes adds much to their life 
and usefulness. 

Reading Matter 

The library should not be allowed to become a de- 
pository for antiques. Only recent books should be 
used with the exception of such standard works as are 
recognized as classics in their respective lines, and 
which do not grow obsolete with age, such works as 
Keen’s Surgery, and Osler’s Principles and Practice of 
Medicine. On the other hand, the literature on ther- 
apy and diagnosis, for example, is changing so rapidly 
as to warrant the use of the most recent books; while 
in the field of the more fully developed sciences, such 
as anatomy and histology, literature is more stabilized 
and longer lived. 

The hospital medical library may supplement its 
service by the use of state-medical-school libraries, 
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county-society libraries (in some cases), and the 
“package” library of the American Medical Associa- 
tion. The package library consists of collections of 
reprints and other material on various subjects, pre- 
pared for lending to members of the Association and 
to individual subscribers to publications of the Ameri- 
can Medical Association. Information on the loan 
systems of state-medical-school libraries or society li- 
braries can readily be obtained upon inquiry. 

Dr. Vincent, at the 50th anniversary of the Boston 
Medical Library in 1926, spoke of the library as being 
part of the “social memory.” 

“It is to these workers that society looks for the 
efficient service of the collective memory. The classi- 
fication, the catalog, and the index make discovery and 
selection feasible. These devices transform a collec- 
tion of books into a modern, organized library, just as 
systematic training and methodic habits give efficiency 
to the individual mind. Information becomes an ex- 
tension of the educated memory, a tool, a labor-saving 
device, which relieves the individual of the burden of 
memorizing material upon which he knows he can al- 
ways lay his hand. Thus time and energy are released 
for more useful and constructive mental effort. 

“A medical group which works with little or no 
reference to books and journals suffers serious limita- 
tions. Without knowledge of what others have dis- 
covered, daily experience cannot be resourcefully in- 
terpreted. Avoidable mistakes, waste, and duplication 
of effort are inevitable. Doctors become victims of 
empiricism and routine; imagination and initiative, 
lack stimulus; enthusiasm and energy decline; minds 
grow sterile that under the quickening influence of re- 
corded experience of others might have been fruitful.” 

Harvey Cushing, in his address at the opening of the 
new building of the Cleveland Medical library in 1926, 
aptly states “The soul of an institution that has any 
pretense to learning comes to reside in its library; 

. and no less well may one gauge the quality of 
a medical school, of a hospital, of a laboratory, of the 
individual doctor himself, than by the condition of 
its library.” 
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Personnel Requirements of Central Food 
Service 


Sister M. Innocent Hughes, B. S. 


speaking, is the acquisition, preparation, and 

service of food.* These three divisions are so 
interlinked that a discussion of any one of them is 
scarcely possible without some consideration of the 
other two; yet, as far as possible, we shall confine our- 
selves in this paper to the third, the service of food 
and particularly to the duties and qualifications of the 
personnel of that service. 

Of the various accepted methods of food service, we 
shall have in mind here the one in which food is pre- 
pared in a central kitchen, served on individual trays 
in a central serving room, sent to departments by 
high-speed service, and quickly distributed to the pa- 
tients of the nurses. 

The success of this type of service depends upon 
adequate equipment and a highly organized person- 
nel, while the scheme of organization depends upon 
the size and general management of the institution. In 
a hospital of five or six hundred beds, the personnel 
should be somewhat as follows: 

A. The supervisor of the entire dietary department 

1. An‘assistant supervisor, with her workers 
. The chef 
. The baker, with one assistant 
. The special dietitian 

a) Her assistant 

b) About thirty helpers 

c) At least four men for dishwashing and clean- 

ing 
5. The special dietitian 

a) The student nurse 

b) One helper 
6. A reliable man in the receiving and storage room 


[= function of any dietary department, broadly 


& Ww hd 


Requisites of Dietary Supervisor 

The supervisor of the dietary department should be 
a person of many gifts. She should possess executive 
ability; under her supervision the department should 
move like some nonfrictional, automatic noiseless ma- 
chine. She should have a knowledge of marketing 
methods and an acquaintance with firms dealing in 
food products. Hers should be the responsibility of 
ordering all food products, receiving and checking all 
orders, caring for and storing the food, and distribut- 
ing it to the dietitians and chef; she should have a 
knowledge of food economy and of the general princi- 
ples of menu making. Keen foresight and quick per- 
ception will enable her to grasp situations clearly and 
meet emergencies calmly ; adaptability will equip her 
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to act in any subordinate capacity when the occasion 
demands it; lastly, tact and a pleasing personality 
will secure codperation with the entire personnel and 
with supervisors in other departments. Summarizing: 
her particular task is supervision, which includes dis- 
tribution of work generally and the preparation of the 
general menus for patients. 


Duties of Assistants 

The assistant supervisor should likewise be a woman 
of intelligence and ability since in the absence of the 
supervisor the entire responsibility devolves upon her. 
Ordinarily she superintends such parts of the depart- 
ment as the supervisor intrusts to her; in addition, the 
assistant supervisor in some large hospitals must have 
ability as a cook since she is directly responsible for 
the preparation of certain foods, such as soups, vege- 
tables, and desserts. This assistant requires two kitchen 
helpers who pare and clean vegetables and fruit and 
who are responsible for the cleanliness of the kitchen ; 
two helpers who assist with the cooking and general 
work ; another who operates the electric bread cutter, 
distributes bread to the nurses’ aids who come from 
the departments for supplies, and who is responsible 
for the storage of the bread supply and the care of the 
auxiliary pantry; and a man who washes pots and 
pans and is responsible for the cleanliness of the gen- 
eral kitchen utensils, including the coffe urns. 


Responsibities of Minor Employees 

The qualifications for these employees are: ordinary 
intelligence, desire for work, dependability, neatness, 
and personal cleanliness. Such a division of labor as 
has been outlined in the foregoing is in no way arbi- 
trary; it is given here as an example that has worked 
out effectively. 

The chef should be responsible to the supervisor for 
all the meats from the time they are received until dis- 
tributed to the persons responsible for serving; for 
these duties, he should have a thorough and practical 
knowledge of the care, cuts, and cookery of meats. He 
must be able to organize his work so that he may have 


‘sufficient meat for each department and distribute it 


without confusion or delay. 

The baker, with one assistant, should be responsible 
for the bread, cakes, and pastries used by the entire 
hospital, and the assistant must be of the type that can 
be promoted to the position of chief baker. 

Besides these enumerated, a reliable man is required 
to receive and store all perishable foods, to distribute 
the milk and fruit, to make ice cream, and to stock 
the auxiliary pantry. 
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Special Diets 

The special diets should be handled apart from the 
regular diets in the diet kitchen. The dietitian in 
charge should be responsible for all special menus, the 
preparation and service of the same, and the practical 
and theoretical instruction of the student nurses. In 
order to give the service which medical science is de- 
manding for special diets of a complicated nature, this 
special dietitian should be a graduate of some recog- 
nized school teaching dietetics, possess a degree in 
home economics, and have a thorough knowledge of nu- 
trition; also, she should be familiar with physiology, 
chemistry, and bacteriology. 

The usual diets prepared in diet kitchens, are the salt- 
free, low-protein, acid-free, low-carbohydrate diet for 
pernicious anemia and diabetes. For these, or for any 
other special diet ordered by the physician, an order 
sheet should be sent from the department to the diet 
kitchen. The dietitian, with the assistance of her group 
of nurses, eight or more, and one helper, prepares and 
serves the food for these diets. The patients receiving 
such diets should be visited several times a week by 
the dietitian who should instruct each as to the thera- 
peutic value of the diet and the necessity of his or her 
codperation. Here is an opportunity for the dietitian 
to get the complaints or grievances of patients in di- 
etary matters and explain or adjust them. It has been 
our experience that much benefit for the patient and 
for the department has been derived from these visits. 
Reasonable criticisms are acted upon; when possible, 
the tastes of the patient are catered to; and unreason- 
able criticism is stopped by an explanation of the diet 
and the benefit to be derived from it. The work of the 
diet kitchen should be divided so that the nurses may 
rotate in such a manner that each receives the required 
practical dietetics; theoretical dietetics should be 
taught in the classroom. 


The Diet Kitchen 

In the Mercy Hospital, Pittsburgh, Pa., whose kitch- 
en I have in mind as I outline this work, the diet kitch- 
en is situcted in the general kitchen; this has many 
advantages. All supplies can be obtained from the 
central supply service, the pantry and refrigerators 
being open from seven until twelve and from three 
until five. 

We have already seen how the food for the general- 
hospital menus is prepared in the general kitchen under 
the direction of the assistant supervisor. This food is 
served to trays in the central serving room, under the 
direct supervision of the general dietitian. In a large 
hospital, her duties are manifold and her responsibility 
such that only a highly qualified person is competent 
for the position. Besides the actual service of food, her 
responsibility extends to the entire organization and 
management of the serving room. In detail, it in- 
cludes: 

a) The division of work among thirty or more em- 
ployees. If this dietitian has not the power to hire her 
employees, she should at least have complete control 
of their training and work and be supported by the 
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one whose office it is to employ. The dietitian’s word 
as to the capability of her employees must be final. 

6b) The dietitian also cares for the linen, silver, 
china, and tray supplies. 

c) Likewise for all equipment, such as tray carriers, 
steam tables, refrigerators, electric food lifts, dish 
washers, and silver polishers. 

The success or failure of the entire dietary depart- 
ment depends, to a great extent, upon the ability of 
this supervisor to coéperate with the supervisors of 
the other departments and to organize and manage 
her own subordinates. 


Organization of Diet Unit 

The organization of this unit must be as nearly per- 
fect as possible ; every worker must have very definite 
work laid out for which she is held strictly accounta- 
ble. It raises the morale considerably when the work- 
ers are made to realize that they are important factors 
in the serving room and that their efficient service con- 
tributes its share to the success of the entire dietary 
department. 

The assistant dietitian relieves the chief dietitian of 
part of the actual supervision. She should assume some 
of the responsibility; for instance, she might care for 
the equipment and supervise the dishwashing. In the 
absence of the chief dietitian, the care of the serving 
room rests upon her. 

In the central serving room, the trays are classified 
according to the grades of departments: private, semi- 
private, and ward. Each division has a group of work- 
ers responsible for setting and serving of the trays. 
Possibly there is no other place in the dietary depart- 
ment where effective organization is so vital as here. 
Time is at a premium; teamwork indispensable. As 
cogwheel works into cogwheel in a well-ordered time- 
piece, without friction or delay, so the human mechan- 
ism of the serving room must operate until the finished 
carrier reaches the department for which it is marked. 

It is at this point that the perfect codperation of the 
department supervisor and nurses is necessary. If the 
supervisor is not in the department to receive the trays 
and see that they re speedily distributed, the entire 
organization behind the tray fails, for the patient re- 
ceives cold food. 


Service of Patients Important 


Like every other department in the hospital, the aim 
of the dietary department is the service of the patients. 
In the words of Dr. Stewart Hamilton, of Detroit, 
Michigan: “The patient is the hub around which all 
the activities of the hospital revolve, and any plan or 
organization must keep this fact prominently in mind. 
The ideal to be aimed at is that the patient should be 
entirely unconscious of the complexities of the ma- 
chinery about him, and that the service should be ren- 
dered without confusion or friction. The finished prod- 
uct of a hospital is a well and satisfied patient, who 
feels, no matter what the financial burden or lost time, 
that everything possible has been done to return him 
to health without delay.” 








of purchasing materials, supplies, and equipment 

must of necessity become thoroughly conversant 
with the operation of their particular business, wheth- 
er it be retail, wholesale, manufacturing, or institu- 
tional.* 

The purchaser of materials or equipment for a man- 
ufacturing plant must be thoroughly familiar with the 
product manufactured, the raw material, semiraw ma- 
terial, or semimanufactured product that enters into 
the complete unit. He must not only be familiar with 
the materials and equipment utilized, but must know 
why the materials he purchases are specified or re- 
quired. 

In like manner, a purchaser of materials and equip- 
ment for public or semipublic institutions, such as 
homes, or sanatoriums, must be equally conversant 
with all the general operating conditions and require- 
ments of the institutions for whom he is acting. 

The above statements might lead one to believe that 
the requirements for efficient and able purchasing and 
the proper expenditure of the dollar are most exacting. 
This is true; however, efficient and intelligent purchas- 
ing, requiring the careful study, analysis, and investi- 
gation of all purchases, is the reason why purchasing 
is so interesting, and I might say fascinating. If one 
will only coéperate fully with all department heads 
and with all others with whom he comes into contact, 
and do everything possible to serve, his problem will 
not be nearly so difficult as it appears. 


p ERSONS to whom is delegated the responsibility 


Knowledge of Quality 


The fundamental reason why complete codperation 
and knowledge is mandatory is that if one is to pur- 
chase materials or equipment in an efficient manner, 
he must purchase them in an intelligent manner. Only 
through adequate knowledge can materials and equip- 
ment be purchased on the basis of quality, which, as 
interpreted by the writer, is purchasing based on the 
utility of the article desired. Utility at all times should 
determine the quality and the subsequent price class. 

New materials are constantly being placed upon the 
market, and if a buyer is thoroughly familiar with all 
processes, operations, and requirements, and the rea- 
sons why certain materials are utilized, he is in a posi- 
tion to judge whether or not new products brought to 
his attention or offered to him are worthy of further 
consideration by his operating and consuming divisions. 

Efficient buying is a result of close codperation of 
all departments, each realizing that one is dependent 
upon the other. A thorough understanding of each 
other’s responsibilities should exist between the pur- 


*Read at the 15th annual convention, C. H. A., Washington, D. C., Sep- 
tember 2-5, 1930. 


Purchasing for Quality 
Joseph E. Mills 


chasing department, the stock department, manufac- 
turing or consuming, and inspection divisions, so that 
the proper materials might be purchased in right 
quantities to insure proper price, based upon efficient 
stock control, which will avoid lack of stock, over- 
stocking, obsolescence, delays in production, etc. The 
inspection divisions and receiving departments must 
be depended upon, in conjunction with laboratory 
tests and analyses to insure receipt of materials as con- 
tracted for or purchased in accordance, wherever pos- 
sible, with definite specifications. 

Quality purchasing, therefore, considers first the 
utility of the materials and the resultant service which 
the materials or equipment must render. This may, 
based on judgment and facts, dictate the purchase of 
materials of inferior quality as compared to other 
materials of like make or design; or it may mean the 
purchase of the highest grade materials that money can 
buy. The final controlling factors dictating a purchase 
are really axiomatic; namely, that materials of lesser 
quality than required for a given purpose, purchased 
merely on the basis of price, or materials purchased of 
excess quality, superior to requirements at high prices, 
is “False Economy.” 

The purchase of materials of proper grade and suit- 
able to the requirements in proper quantities at a fair 
price on the then existing market is both good and 
efficient buying, based on quality and utility, and an 
economical procedure. 

The responsibility for securing a fair price for the 
materials finally determined upon, must naturally rest 
upon the knowledge of markets, suppliers, etc., and the 
skill of the individual negotiating the purchase. The 
above statements refer to fundamentals of purchasing 
and are absolutely essential whether applied to public, 
retail, wholesale, manufacturing, or institutional buy- 
ing. 

I may discuss a few specific products in an effort 
more fully to illustrate my version of the subject 
“Quality (Utility) Puchasing.” I will not use produ- 
cer’s names nor refer to trade brands, as there exists 
always a possibility that someone might interpret the 
statements as critical or commendatory. This is not 
the intention; therefore, generalities purely for ex- 
planatory purposes will be utilized. 


Mattresses 

One of the particular products required in all insti- 
tutions is mattresses. Many different types and kinds 
are offered for sale at prices which vary a great deal, 
depending upon the covering, filling, and general con- 
struction. The standard, regulation-constructed mat- 
tress, filled with cotton or kapok, is entirely satisfac- 
tory in most instances, but one must go further and 
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determine the purpose for which the mattress is to be 
used before making a definite decision as to the type 
desired. 

A mattress to the layman is something to rest upon. 
But the complete analysis as to the service which the 
mattress must give determines the final quality and 
type that must be secured. A mattress that is entirely 
satisfactory for general use will usually prove very 
unsatisfactory for contagious diseases, where frequent 
sterilization is mandatory. One can imagine the reg- 
ular type of mattress being utilized for contagious 
diseases going through the sterilizer many times dur- 
ing a period of a month, with the result that the tufted 
cotton or other filling will all be found in bunches or 
at one end, making it quite unsatisfactory for further 
service. 

Mattresses to be utilized for contagious cases and 
subject to constant sterilization must be constructed 
for long life, and in such a manner that shifting may 
not occur. A compartment mattress made up of indi- 
vidual compartments all sewed into one complete unit 
with durable covering, will produce a product that can 
go through the sterilizer literally hundreds of times. 
This type of mattress will usually cost about twice as 
much as the ordinary mattress. Here utility is the 
guide for quality. A mattress for contagion service 
costing $9 versus one costing $4.50 is by far the most 
economical. 

Quality purchasing, as stated before, is not an ex- 
travagant expenditure of moneys; but the expenditure 
of moneys for materials or equipment returning the 
greatest value per dollar expended, is an accomplish- 
ment that requires careful and thorough analysis of 
one’s problems. 

Beds 

In the purchase of hospital beds one will enter a 
market that is very confusing and most difficult. There 
are many responsible manufacturers of excellent equip- 
ment. To attempt to differentiate between the various 
types of construction would bring about a general con- 
troversy on practically all points. The thickness of 
steel utilized in the pillar posts and filler rods, the 
methods of welding, the spot versus the complete weld, 
the type of locks at pillar posts, and whether or not the 
locks are welded, riveted, or bolted, are all controvert- 
ed questions. The question of springs and their gen- 
eral construction is also a subject open to controversy 
to a large extent. Therefore, in referring to beds I mere- 
ly want to diffentiate between two distinct types of 
service. One may purchase a bed that is substantially 
constructed insofar as the pillar posts, filler rods, locks 
for the crossbars, etc. are concerned. If it is a good 
substantial bed and purchasable at a reasonable price, 
it will under usual conditions render excellent service. 
The type of bed purchased for general hospital use will, 
as a rule, be found very unsatisfactory for psycopathic 
patients. 

In dealing with psycopathic patients one must real- 
ize that one is dealing with a very unfortunate group 
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of people, a group of men and women who in many 
cases are extremely powerful, and who seem to have 
a desire at times to be very destructive. I have known 
of cases where the average hospital type of bed has 
been completely torn up by psycopathic patients, and 
the bars used to render personal damage to one anoth- 
er and also to the attendants. Therefore, utility again 
must be considered and a bed purchased for psyco- 
pathic use that is really a cast-iron bed of the heaviest 
and most substantial type of construction to with- 
stand the most severe of all hospital service. 

We believe that beds for psycopathic purposes 
should have extremely heavy posts, that all filler rods 
should be a complete solid weld, that all locks on the 
pillar posts holding a crossbar for the springs should 
be a solid weld, in fact, manufactured in a way that 
human hands without the aid of tools will find it a 
most difficult procedure to dismantle. 


Wooden Furniture 


In the purchase of wooden furniture, design is de- 
pendent upon one’s personal desires, but the wood 
utilized is another consideration. Wood utilized in any 
particular furniture in an institution must be consid- 
ered from the standpoint of strength and also splinter- 
ing. Some woods are so soft that they are not adapt- 
able at all, while other woods, such as oak, have suffi- 
cient strength, but splinter rather easily. 

Dining-room tables, for instance, must be substan- 
tial, as chairs are going to be constantly pounded 
against the legs, and sooner or later, splintering is go- 
ing to result. The splintering not only creates a bad 
appearance, but results in personal injuries to those 
persons washing the furniture, also to those persons 
sitting at the table, who are not only subject to the 
plinters personally, but whose hose and other garments 
are easily damaged. Oak for dressers, etc. carries the 
same objection. This same objection applies to other 
woods. We consider that when it is necessary to pur- 
chase wooden furniture that we must utilize a material 
that is strong and also has the characteristics of birch 
and maple; they may dent, but will not splinter. The 
wood is hard, with no possibility of personal harm 
from splinters and it retains an excellent appearance. 


Drugs 

Drugs, we believe, should be purchased in accord- 
ance with the United States Pharmacopoeia and tested 
accordingly. This insures uniformity of physical prop- 
erties and actual constituents. Once in a while, doctors 
will specify drugs manufactured by certain companies, 
and although one can purchase a like drug in accord- 
ance with the United States Pharmacopoeia at a lower 
price, a doctor’s wishes should receive every consid- 
eration. I believe this true for the reason that doctors 
have informed me that they have received their train- 
ing in certain universities where they utilized certain 
drugs made by one particular company,’ and they 


1The use of pharmacopoeial preparations should, however, be more generally 
encouraged even in the profession. 
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know what the reaction will be, and are somewhat 
afraid to use drugs manufactured by other companies, 
although in accordance with the general standards and 
without doubt equal in quality. I believe that a phy- 
sician prescribing medicine for patients should be giv- 
en every possible assistance, as there could be no bet- 
ter expenditure of money on the basis of quality than 
spent in alleviating the sufferings of humanity. 


Surgical Instruments 

The purchase of surgical instruments is a specialized 
purchase and must be considered as such. Utility must 
be recognized, also quality. I am referring to surgical 
instruments, because they offer an exception to the 
general rule and are indicative of a case wherein judg- 
ment must be used if the best results are to be se- 
cured. As stated previously, the best results can be 
measured sometimes in dollars, but oftentimes in hos- 
pitals the results may be measured in terms of relief 
to human suffering and the saving of human life. The 
opinions and decisions of the operating staff as to in- 
struments must be carefully considered. The reason 
for this is that when a patient is placed on an operat- 
ing table and his life intrusted to the operating sur- 
geon, that individual must be supplied and equipped 
with those tools, so to speak, that are going to permit 
him to perform the quickest and most skillful opera- 
tion. If instruments, purchased on the basis of price 
only, are not properly fitted to the surgeon’s hands and 
not exactly suitable to him, it may result in a clumsy 
use of them at a critical time, and cause serious con- 
sequences. Therefore, it is the belief of the writer that 
the surgeon should be supplied with those instruments 
which suit his personal needs. 

This decision may be interpreted by some as per- 
mission for the surgeon to specify at times the most 
expensive instruments. This usually is not the case, 
because when instruments are required, prices should 
be secured from the various instrument producers, and 
along with the prices a request for samples. The in- 
terested surgeon or surgeons will then be requested in 
conjunction with the purchaser to make the selection. 
The buyer, as a general rule, is always ready with the 
question why a particular instrument is desired, and 
if the surgeon is acquainted with the fact that he can 
have any instrument he wishes, provided that he can 
offer a logical reason, one will be assured of his com- 
plete and whole-hearted codperation. 


Thermometers 

Clinical thermometers can be purchased at prices 
from $50 to $110 per gross, and sometimes vary in 
prices to an even greater extent. A thermometer is 
used for a very definite purpose, and accuracy of read- 
ing is one of the two determining factors in purchasing. 
Thermometers of the lowest price as well as those 
of the highest, regardless of trade brands, should be 
tested for accuracy and also for adhesion of the pig- 
ment. Thus, care in the purchase of the thermometers 
has made it possible to purchase entirely satisfactory 
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instruments, passing necessary state tests, at approx- 
imately half the cost of thermometers formerly pur- 
chased strictly on trade brand names. 

Thermometers are tested for accuracy at 96 degrees, 
100 degrees, 104 degrees, and 106 degrees Fahrenheit 
and must be correct within a plus or minus of 0.2 
degree Fahrenheit. The test for adhesion of pigment is 
made by submerging the thermometer in a 5-per-cent 
phenol solution for one hour. The above in accordance 
with the United States Bureau of Standards. 


Textiles 


The purchase of textiles for public institutions in- 
volves a very difficult purchase. For a treatise on this 
particular subject, I refer to the paper on “The Pur- 
chase of Equipment and Supplies for Public Hospi- 
tals” delivered by the writer before the 15th annual 
convention of the National Association of Purchasing 
Agents at Chicago in June. A copy of this paper has 
been submitted to your association and I understand 
it is to be printed. 

In conclusion may I again repeat that the only 
method of purchasing that may be referred to as 
“quality purchasing” is that expenditure of money for 
materials that will most satisfactorily perform the 
service required. To a buyer a purchasing problem 
should not resolve itself into a definite product of any 
kind. The problem must first be analyzed and a defi- 
nite determination made as to what must first suit the 
needs in the most satisfactory way. The object is really 
paramount, and to use one further example: If one 
desires to lock one’s barn in which there are stored no 
valuables of any kind and it is only the desire to close 
the doors, then a ten-cent lock is satisfactory, but if 
one has money to store, as a bank has, the most ex- 
pensive lock that money can buy or that human in- 
genuity can design it necessary and essential. 

I have referred to an instance where the “allevia- 
tion of human sufferings and the possible protection 
of human life” are of prime importance and the fac- 
tors that require the most careful consideration. I have 
given other instances wherein the long life of an article 
is the prime essential. Finally I have cited instances 
wherein that material which merely satisfies a definite 
requirement can be purchased at a very small amount 
of money, compared with materials of a much higher 
quality. Therefore, again let me repeat the axioms of 
efficient purchasing which are, in the opinion of the 
writer, absolutely essential for the proper expenditure 
of the dollar intrusted to a purchaser of materials and 
equipment. 

“Materials of lesser quality than required for a given 
purpose, purchased merely on the basis of price, or 
materials purchased of excess quality, superior to the 
requirements at high prices is false economy.” 

“The purchase of materials of proper grade, suitable 
to the requirements, in proper quantities at fair prices 
on the then existing market, is the most economical 
procedure.” 
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THE 1931 DIRECTORY 


The March number of Hospitat Procress will be 
devoted largely to the Catholic Hospital Directory for 
the current year. As is generally known to all the 
members of the Catholic Hospital Association, the 
questionnaire method of inquiry has again been em- 
ployed to secure the most recent reliable data con- 
cerning our institutions and to make it available to 
all who might be interested. The President of the 
Catholic Hospital Association wishes to express his 
pride, surely pardonable, in the interest taken by the 
Sisters in the compilation of this directory and to ex- 
press also his gratitude, for the splendid codperation 
of which the replies from the various hospitals give 
such abundant evidence. Eight hundred and five ques- 
tionnaires were sent to Catholic hospitals in the be- 
ginning of November, and by the end of January 780 
replies had been received. This represents the aston- 
ishingly great total of 98.1 per cent of replies and 
marks an increase of 3.5 per cent over the total num- 
ber of replies received from hospitals last year, when 
the first effort of this kind was thought to be unusually 
successful. Similarly 503 questionnaires were sent to 
our Schools of Nursing and by the end of January 466, 
or 92.6 per cent of our schools had sent in their replies. 

As a result of this excellent codperation we are now 
prepared to present data to our membership on 801 
Catholic hospitals in this 1931 edition of our directory. 
There has been an increase of fifteen hospitals in the 
United States and of eleven in Canada during the 
past year, as far as our records show, and the total of 
26 represents somewhat more than a 3-per-cent in- 
crease in the total number of our institutions. Regard- 
ing the number of beds, the increase during the past 
year seems to have been 3,089 for the United States 
and Canada combined, this representing slightly more 
than a 2-per-cent increase in the total number of beds, 
which, for the current year must be estimated as 
121,604. For the total increase in the number of beds, 
the United States and Canada are almost equally re- 
sponsible, but since the total number of beds in Canada 
is only one fourth that of the number in the United 
States the proportionate increase during the past year 
in Canada was much greater, the increase being for 
Canada approximately 5 per cent while for the United 
States it was slightly more than 2 per cent. 

The general summaries for the Schools of Nursing 
are somewhat difficult to interpret. The directory of 
the Schools of Nursing will show a net decrease for 
the United States and Canada combined, of six schools 
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as compared with the total for 1930. Data will be pre- 
sented for 422 schools of nursing in the United States, 
which number marks a decrease of seven schools, 
whereas for Canada data will be presented for 75 
schools, an increase of one school over the number 
previously reported. The number of students has in- 
creased from 23,767 during the school year 1929-30 
to 25,180 during the year 1930-31, a net increase of 
1,413 students, approximately 4 per cent. The increase 
in the United States for the two school years men- 
tioned is from 20,945 to 21,813; approximately 4 per 
cent; and the increase in Canada from 2,882 to 3,367, 
an increase of approximately 16 per cent. 

The directory as it will be presented in our next 
number will show a number of important additions. 
The diocese in which each hospital may be found will 
be indicated. In order to facilitate the use of the direc- 
tory as a mailing list, moreover, the mailing address 
of each hospital has been provided. The ratings cited 
in last year’s directory will be repeated and summaries 
will be given on new constructions and affiliations. 

Altogether the editors of Hosprrat Procress feel 
that the new directory will exhibit facts of a most 
gratifying nature insofar as these facts reflect a marked 
development in the Catholic hospital field during the 
year 1930. It may be noted further that the directory 
number will also present data concerning the financial 
investments in new buildings and reconstruction. The 
totals indicate that approximately 93 new building 
projects were undertaken in the Catholic hospitals dur- 
ing the past year and that these changes involve an ex- 
penditure of approximately $33,000,000. All of these 
facts certainly indicate a most healthy situation and 
cannot but increase our confidence in the commanding 
position of the Catholic hospital in our nation. 

If we should rest our content on a report of these 
physical developments, our progress would be un- 
worthy of our aim. There is not one of the Sisters, 
to be sure, who does not see in this development more 
than physical expansion, for to each one of the Sisters 
this enlargement means chiefly a wider opportunity 
for the promotion of God’s glory and a broader range 
for charitable endeavor among His suffering and poor 
children. 


“LENTEN PENANCE” 


A prelate much pestered with questionnaires because 
he always answered them, was accustomed to insist 
that his purgatory could hardly be more effectively 
spent than by a continuance of his occupation in an- 
swering questionnaires. His Lordship may have smiled 
in making his remark but no one who has been afflicted 
by one of the pastimes of this age can doubt that to 
answer questionnaires is, unquestionably, a penance. 
The Editor, in fact, happens to have on his desk at 
the present moment no fewer than sixteen such un- 
answered questionnaires and he has firmly resolved 
that he will answer none during this present joyous 
pre-Lenten Season but will save them rather for the 
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time when the spirit of mortification shall have de- 
scended upon him with the ashes of Ash Wednesday. 

Since the Editor will be so sorely afflicted when he 
undertakes the job of answering these questionnaires 
in a penitential spirit, he can speak feelingly and with 
a profound sympathy to the Sister members of our 
organization when they, too, will be confronted with 
two questionnaires which will be mailed from the cen- 
tral office of our Association just about in time to 
reach our hospitals for Ash Wednesday. One of these 
is the questionnaire on the Adequacy of the Number 
of Religious Vocations; the other, the questionnaire 
on certain academic standards in our schools of 
nursing. 

It is wise at the beginning of the Lenten Season to 
bear in mind that no sacrifice is in itself a great sac- 
rifice. The greatness of a sacrifice must be measured 
by the magnitude of the cause for which that sacrifice 
is made. It is not a great sacrifice to fast for a day 
for the love of Christ. It would, however, be a great 
sacrifice to fast for a day to satisfy the whim of a 
facetious friend. The Editor is willing to grant that 
it will take some time to answer our questionnaires, 
but he is not willing to grant that the answering of 
these questionnaires will be a great sacrifice even 
though done during the Lenten Season. The purpose 
which is to be achieved through these questionnaires 
is, after all, a more adequate presentation of the claims 
of the Catholic hospital to recognition and to distinc- 
tion. Insofar as our hospitals, taken as a group, are 
concerned, no aim could well be more worthy. The 
cause for which the questionnaires are being answered 
is so large that the labor consumed in answering them 
is, unquestionably, widely overshadowed by the mag- 
nitude of the purpose. 

We are, accordingly, appealing most earnestly and 
urgently that the same group of Sisters who answered 
the hospital-directory inquiry to the extent of 98.1 
per cent and the school-of-nursing directory question- 
naire to the extent of 92.6 per cent should, to at least 
the same extent, answer the two forthcoming ques- 
tionnaires being issued this month. The Committee on 
the Adequacy of the Number of Vocations feels keenly 
the need of an immediate answer to its inquiries, as 
much work will have to be done after these answers 
are received before the program which is to be based 
upon these data can be formulated in time to be pre- 
sented at the next Convention. Extremely urgent rea- 
sons, moreover, prompt the Committee on Nursing 
Education to ask for an immediate response to its 
inquiries. By the time this journal reaches our readers 
most of the schools of nursing will have received, Part 
II. Results of the First Grading Study of Nursing 
Schools, in which brochure the questions pertaining to 
the nurses’ curriculum, the nurses’ practical work, and 
the social life of the student nurse in the various hos- 
pitals are being evaluated. This section of the Grading 
Committees’ activities is of even more intimate con- 
cern to our schools of nursing than was the first part, 
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and the central office of the C. H. A. desires to have 
available immediately for informational purposes and 
editorial comment, the supplementary information 
called for in our questionnaire, in order that the ap- 
plication of the findings of the Grading Committee to 
our schools may be more readily evaluated. 

For all of these reasons we suggest a most excellent 
Lenten penance for those to whom is intrusted the 
labor of answering questionnaires in our various hos- 
pitals. We suggest that the Lenten penance be the 
compilation of an immediate response to both of the 
inquiries which are being sent out next week from our 
office. That the work is important, no one doubts. 
That it can be done by our Sisters is just as certain 
and that it will be done is to be proved by the prompt- 
ness and extent of the answers we expect to receive. 


THE PRIVATE-DUTY NURSE 


The problems of the private-duty nurse are undoubt- 
edly entering upon a new phase as a result of the con- 
clusions now being formulated by the Grading Com- 
mittee. From time to time the Committee has sent 
out news releases, and one of the most recent of these 
is entitled, The Doctor and the Bedside Nurse. The 
picture presented by this news release is undoubtedly 
one which challenges serious and sympathetic at- 
tention. 

On the basis of the data collected by the Commit- 
tee, approximately 54 per cent of all nurses are doing 
private duty caring for the patient in the home or 
employed as “specials” by hospital patients. Twenty- 
three per cent of the total number of nurses are desig- 
nated as institutional nurses and the remainder, or 23 
per cent, are engaged in public health or similar activ- 
ities. It is noteworthy that 46 per cent of the private- 
duty nurses practice in cities of 500,000 or more pop- 
ulation, whereas in cities under 10,000 population, only 
11 per cent of the nurses are to be found. As may be 
expected, there are fewer nurses per units of popula- 
tion in smaller communities than in large communities. 
Two fifths of the private nurses are 26 years old or 
less, and three fifths are 30 years old or less. In the 
nursing study in ten states, about 25 per cent of the 
nurses had no preliminary schooling beyond the first 
year of high school and 42 per cent only had finished 
four years of high school. Under the conditions ob- 
taining in March and August, 1927, the nurse is actu- 
ally working on only five days of the week during 
months of heavy disease incidence and only four days 
a week during other months. The typical private-duty 
nurse works for pay during only seven months out of 
the year, but despite this fact more than one half of 
the private-duty nurses support at least one other per- 
son. The typical yearly income is about $1,300 and 
the highest income recorded during the period of study 
is $3,600. 

These facts and many others elicited by the study of 
the Nursing Committee cannot but force everyone 
interested in the nursing profession to enter sympa- 
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thetically and seriously upon the study of these prob- 
lems. Certainly the emoluments arising from nurses’ 
practice cannot be the sole inducement for entering 
upon this profession. It is most gratifying to learn 
that physicians feel that good breeding and special 
abilities are indispensable qualifications of a good 
nurse. It is still more gratifying to learn that despite 
the handicaps of “irregular employment, uncertain and 
often small incomes, and the professional loneliness 
of private duty,” the nurses are really interested in 
their work and love to nurse. The private-duty nurse 
taken as typical of her group would not discontinue 
her work and her practice and regards these as offer- 
ing satisfactions which compensate greatly for the 
hardships and difficulties which she must encounter. 
One of the best arguments in favor of the high morale 
of the private-duty nurse may be derived from the fact 
that nine out of ten physicians who responded to a 
query on the point replied that they would be glad to 
take back the nurse who had been employed on the 
physician’s previous case. This conclusion is suf- 
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ficiently widespread among doctors to show in what 
high regard physicians as a group esteem nurses as a 
group. Thirty-six hundred physicians out of the four 
thousand answered in the manner just indicated. 

Our nursing schools have before them serious prob- 
lems. In all of the data on private nursing, submitted 
by the Grading Committee, there are constantly sug- 
gested the educational, social, moral, and religious re- 
sponsibilities of our schools of nursing. Too much 
can never be done to lend some aid toward the solu- 
tion of these weighty problems. It is not merely a 
question of helping and developing a profession, but 
it is also a question of assisting approximately 10,000 
girls a year to realize through their own lives an am- 
bition worthy of the unselfishness and the idealism 
which prompt so many of them to enter an unre- 
munerative profession. In the face of the nurses’ diffi- 
culties, it becomes imperative for all of those even 
remotely responsible for or interested in existing con- 
ditions to lend every possible assistance in meeting 
present and future contingencies. 


The Aims of the International Catholic 


Federation of Nurses 
Mary T. Dowling, R. N. 


History 
HE International Catholic Guild of Nurses was organ- 
"T ized at Spring Bank, Wisconsin, June, 1924, following 
the annual meeting of the Catholic Hospital Association.* 
It functioned for four years as a branch of the Catholic Hos- 
pital Association and was separated from the Association, by 
mutual consent, to better permit the expansion of federation 
activities, in 1928. A hearty spirit of mutual codperation still 
exists between the two organizations. 
Name 
The name of the nurses’ guild was changed to “The Inter- 
national Catholic Federation of Nurses” at the Montreal 
Convention, 1929, following overtures of various continental 
groups of Catholic nurses for affiliation, which predicated the 
need of the organization’s becoming truly international in 
extent as well as in name at an early future date. The word 
“guild” was altered to “federation,” as the meaning of “fed- 
eration” is clearer to other nationalities than is “guild,” an 
Anglo-Saxon derivative. Canadian groups have already ap- 
plied for a separate charter, and it is hoped that at the inter- 
national congress of Catholic charities about to convene in 
Basel, Switzerland, arrangements will be made for an inter- 
national meeting of delegates to perfect plans for a truly 
international organization. The present I.C.F.N. is really an 
American national organization. At the next convention of 
the I.C.F.N., it is very probable that an amendment will be 
offered to the by-laws, recommending that the United States 
membership be known as ‘the “American Federation of the 
LCF N.” 
Plan of Organization 
The original plan of organization, that of individual mem- 
bers organized into chapters, was found to be impractical. 
Present methods of organization favor affiliation of alumnae 


*Read at the 15th annual convention, C. H. A., Washington, D. C., Sep- 
tember 2-5, 1930. 


groups, organized in much the same manner as the National 
Federation of Catholic Alumnae, with members-at-large who 
may be graduates of unaffiliated schools, non-Catholic nurses 
interested in the Federation, or Catholic nurses graduated 
from non-Catholic schools. Students should be educated con- 
cerning the purposes of the Federation while still in training, 
and just as they are urged to take out membership in the Red 
Cross and other nursing organizations on graduation, so should 
they be requested to become members of the I.C.F.N. I be- 
lieve this is one point where our organization may ask and 
expect codperation from yours. 


Membership Fee 

The membership fee is one dollar a year, and this includes 
subscription to The Courier of the 1.C.F.N., a publication 
devoted to the interests of the Federation and of Catholic 
nursing. 

Difficulties Encountered 

Disinterested superintendents, who, for one reason or an- 
other, hesitate to make any effort to enlist the interest of 
their nurses and students, are one of the difficulties we have 
encountered. Individual nurses, who, because of an unrecog- 
nized inferiority complex, do not identify themselves with 
any form of professional organization, Catholic or otherwise, 
constitute another. This, I think, is the group hardest to 
impress. They are the stumblingblock to professional leaders 
as well as to ours. Probably the safeguarding of the prestige 
of the individual hospital schools has worked out as a diffi- 
culty to our organization, and the individual nurses who com- 
prehend only dollar-and-cents aims and ideals are no less an 
obstacle to progress. 


Relations to Other Nursing Organizations 


The I.C.F.N. is essentially different in purpose from other 
organizations. It does not encroach on their activities but 
rather strongly supports them. It urges all Catholic members 
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of their profession to assume and carry their professional 
responsibilities to them. It guards closely against the devel- 
opment of anything within its ranks that might overlap or 
conflict with their purposes. It contributes to the elevation of 
nursing standards in the most practical way, by continuously 
upholding and aiding the achievement of high individual 
standards. 

Why should we have a national rather than merely local 
organization? For a great many reasons. 

1. To build up a strong body of Catholic nurses who will 
fight the disastrous neopaganism of the age and stand as a 
wedge to prevent the overthrow of family life and morals 
by irreligious forces. 

2. As a Federation of their alumnae, Catholic nurses can 
effectually maintain and promote in professional and other 
circles the high status of the Sisters’ schools of nursing. In 
this we can be helpful to your organization. 

3. As a national unit, Catholic nurses form a group whose 
opinions cannot be disregarded. 

4. As a national unit, Catholic nurses can more effectively 
codperate with other national agencies and organizations, 
religious and professional. 

5. As a national unit, Catholic nurses can render greater 
service to the Church in her program of Catholic social action. 

6. There is no group of laywomen more important to the 
Church in her program of Catholic action; none which, if 
mobilized, can fight more valiantly for souls and the Church 
than this American group of Catholic nurses. 

7. The activities of any local organization are inevitably 
circumscribed and restricted in scope and opportunity. 

8. As a national unit, its members are afforded wider con- 
tacts and the opportunity tu share the experience of a larger 
and more comprehensive group. 

9. In a national organization the per-capita cost of service 
to the individual member is materially reduced, while the 
opportunity for service is materially broadened. A national 
group makes for concentration of activity and effort which, 
in turn, make for the highest achievement. 


Local Activities 


The I.C.F.N. interferes in no way with the internal activi- 
ties of any group which affiliates with it, whether it be a local 
guild or a school of nursing alumnae. When the members of 
two or more local groups join together for a social affair or 
religious demonstration under mutual auspices, as they are 
encouraged to do whenever possible, the appointment of a 
committee is suggested, in which each local group has equal 
representation, to complete the necessary arrangements. Local 
activities consist of annual retreats in all localities where it 
is possible to arrange them; religious demonstrations in May 
and October, wherever feasible; annual or semiannual social 
activities. 

It was suggested at the annual convention of the Inter- 
national Catholic Federation of Nurses, by Father Garesché, 
the General Spiritual Director, that solemn exercises in honor 
of the Blessed Virgin, Health of the Sick, be held under the 
auspices of the I.C.F.N. in all parts of the country during 
the month of October of this year. Accordingly, all are asked 
to codéperate in promoting such a celebration in their own 
locality, with the approval and initiative of the local clergy. 

The plan is to select one or several of the most beautiful 
and commodious churches in the city and to prepare a solemn 
program consisting of Vespers, a sermon on the Christlike 
charity of caring for the sick, the efficacy for prayer to the 
Blessed Virgin, Health of the Sick, and Benediction. 

Everyone, both Catholic and non-Catholic nurses of the 
locality and also the general public, is to be invited to attend 
these services and to pray for the health of their dear ones 
who are sick or physically afflicted. The purpose is not only 
to promote and show devotion to the Blessed Virgin, Health 
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of the Sick, but also to exemplify the beauty and solemnity 
of Catholic ritual, and for this reason the music, ceremonials, 
vestments, and all the surroundings should be as beautiful and 
impressive as local circumstances will allow. 

All are asked to coéperate with this movement in their 
locality, to give it publicity everywhere possible, and to send 
in reports and pictures, if possible, of their local celebrations 
to the International Catholic Federation of Nurses at their 
international headquarters at the Auditorium Hotel, Chicago. 

Objects 

The objects of the Federation are: 

1. The practice of the ideals of Christian Charity in nursing 
in such a manner that the contribution of Catholic nurses to 
the weal of the world and to their profession may be a fitting 
expression of the ideals of their Holy Faith. 

2. The inculcation among Catholic nurses of an apprecia- 
tion of their heritage and opportunities. 

3. The promotion and deepening of their friendship to one 
another. 

4. The support of all activities conducive to the elevation 
and betterment of the nursing profession. 

If we can only arouse the inert nurses to the duty of emi- 
nence in their private and professional lives, we will have 
achieved something. 
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Sister Helen Jarrell, R.N., B.S., executive board member 
of C.H.A.; dean, St. Bernard’s School of Nursing, Chicago, IIl. 

Sister Mary Giles Phillips, R.N., B.S., directress of nurses, 
St. Joseph’s Hospital, Kansas City, Mo. 

Sister M. Brendan, R.N., supt. of nurses, St. John’s Hos- 
pital, St. Louis, Mo. 

Sister M. Victoria Bergaus, R.N., assistant supt. of nurses, 
St. Francis Hospital, La Crosse, Wis. 

Homer F. Sanger, member of staff, American Medical As- 
sociation. 

Sister Mary Innocent Hughes, B.S., teacher of chemistry 
in school of nursing, technician in basal metabolism, Mercy 
Hospital, Pittsburg, Pa. 

Joseph E. Mills, commissioner, dept. of purchasing and 
supplies, City of Detroit; president, National Purchasing 
Agents’ Association, Detroit, Mich. 

Mary T. Dowling, R.N., corresponding secretary, Inter- 
national Catholic Federation of Nurses, New York, N. Y. 

Sister M. Dominica Spreewenberg, O.S.F., R.N., supt. of 
nurses, St. Joseph’s Hospital, Keokuk, Iowa. 

C. Rufus Rorem, Ph.D., C.P.A., member of research staff 
of Committee on Costs of Medical Care, Washington, D. C. 

Della de Long, R.N., director, school of nursing, Grace 
Hospital, Detroit, Mich. 

Sister M. Beata Kempen, R.N., record librarian, St. Francis 
Hospital, Pittsburgh, Pa. 

Sister Marie Shannon, R.N., laboratory technician, Hotel 
Dieu Hospital, Campbelltown, N. B., Canada. 

Brother Anthony Wessel, R.N., supt. of nurses, Alexian 
Brothers’ Hospital, Chicago, Ill. 


“The problem of educating the hospital Sister is the central 
problem in the Catholic Hospital today.” —Pope Pius XJ. 

“Tell the Sisters that their work is most significant and 
helpful for the good of souls and for the honor of the 
Church.”—Pope Pius XI. 





An Experiment in Hospital Costs for the 


Patient of Moderate Means 
Sister M. Dominica Spreewenberg, O. S. F., R. N. 


HEN the invitation, issued by our worthy and 
W\ zealous president reached me to give an ad- 
dress at the annual convention of the Catholic 
Hospital Association, I was very favorably impressed 
with the title of the suggested address owing to the 
fact that we have adopted, and are experimenting with 
such a plan.* While I regret sincerely that it will be 
impossible for me to attend .the convention, I shall 
gladly give a short illustration of the plan, trusting 
that you will find someone willing and more capable 
to present this plan to the delegates of the convention 
than the writer of the article would be. 

Starting in February, 1930, St. Joseph’s Hospital at 
Keokuk, Iowa, undertook an experiment to meet the 
problem of the cost of hospital care for the patient of 
moderate means. People have been educated to believe 
that better care can be given for many types of illness 
in hospitals. While we feel that our rates are not high, 
still they are beyond what many people can meet with- 
out undue hardship. Our plan offers hospital service, 
not a charity, but at a rate which seems fair to physi- 
cian, hospital, and patient. 

The outstanding features of the plan are the rate 
and method of payment. A flat rate has been arranged 
for certain kinds of care, and this includes the hospital 
bill, the surgeon’s fee, the anesthetists’ charge, labora- 
tory, dressings, and so on. The details of the cost are 
not explained to the patient. The patient is told that 
ten days stay at the hospital for a confinement case 
will cost a total of $112.50. When X-rays are needed 
they are charged for at half price, and special medi- 
cines at cost. 

The total bill is paid to the hospital and the hospital 
gives to the surgeon, physician, and so on their share. 
If cash cannot be paid and the prospective patient can 
establish his credit with the social worker who makes 
the contacts, an installment system is worked out. Let 
me state here that our social worker has had special 
instruction under the Julius Rosenwald Fund of Chi- 
cago, being fully acquainted with their system of oper- 
ation. Before this plan came into effect we had to get 
the codperation of industrial employers, who agreed to 
assist their employees in the proper arrangement of 
hospital payments. The amount paid for care under 
this plan_is about half what the cost is at our regu- 
lar rates. 

Any physician on our staff may use the plan or phy- 
sicians in the immediate vicinity may refer cases under 
this plan. Patients may also make application direct. 
However, no application is accepted unless the physi- 


*Read at the 15th annual convention, C. H. A., Washington, D. C., Sep- 
tember 2-5, 1930. 


cian in charge wishes to give the patient his service 
under this plan. When a case is referred, regard- 
less of source, a report is filed, giving the family’s 
income, the number of dependents, and resources. The 
social worker making this investigation and report, 
makes a recommendation as to whether or not she ad- 
vises accepting or rejecting the patient. If she recom- 
mends rejection, that ends the case. If she recom- 
mends acceptance, then it is the doctor’s and the 
hospital’s function to say whether or not the case is to 
be given the moderate rates. If the patient in question 
is a charity case, it does not come under the plan; if 
the family has means to pay the usual rates, neither 
can it be admitted. Many of the physicians were 
afraid that people who could pay the usual rates would 
be asking for moderate rates, but this has not proved to 
be the case. 

So far there seems to be a divergence of opinion con- 
cerning the experiment. The socially minded, younger, 
and more alert physicians are enthusiastic about it. 
Others are lukewarm and some while they are not 
openly antagonistic, are not recommending cases but 
are grudgingly accepting them. 

During its early stages the Julius Rosenwald Fund 
of Chicago has underwritten the plan, since it is the 
policy of this fund not to give money outright, but to 
back experiments in the cost of care for moderate in- 
comes by helping with pay clinics and so forth. 

Our hospital has set aside eight beds in two-bed 
rooms for this experiment. The fund will reimburse 
us for the difference in the percentage of occupancy of 
these rooms and the percentage of occupancy in the 
other rooms of our hospital. The fund will also make 
a percentage of money lost by poor collections. It also 
pays the salary of the social worker. 

There has been a steady growth in the use of the 
plan. This past month, there was a 68 per cent occu- 
pancy in the semiprivate rooms. The use of the rooms 
has shown a growth: In February 9 per cent occu- 
pancy; March, 19 per cent; April, 10 per cent; May, 
42 per cent; June, 44 per cent; July, 68 per cent. 

The moral effect on the patients is very good. We 
have had numerous demonstrations of people making 
an effort to pay if they were faced with a proposition 
within their means. As an example, I might speak of 
a family consisting of man, wife, and a 4-year-old 
child. The wife had an operation at the hospital a few 
years ago and nothing was paid. She had another 
small operation this year and nothing was paid. When 
she had to return for an operation in February, the 
man said they still owed so much that she could not 
come. He earned $23 per week as a baker. When 
asked if he could pay $3 per week he agreed and has 
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never missed a payment. Undoubtedly he will have 
more self-respect trying to meet his debts. 

The social good is boundless. Take this for example. 
A young mother applied for the plan saying that she 
wondered if the price was what she could afford for 
confinement at the hospital, because at home her other 
little children always climbed on the bed and she 
could not rest. She came of a suspected tubercular 
family. The husband worked as an auto mechanic, 
making about $22 per week, and they had four chil- 
dren. They agreed to pay $2 per week and when we 
saw the young women recently she looked far better 


mind a large, imposing structure, built of steel 

and concrete, and containing rooms, beds, corri- 
dors, offices, laboratories, surgical . apparatus, and 
power plants—in short, the capital investment in phys- 
ical plant and equipment. To the hospital administra- 
tor, on the other hand, the word “hospital” means pro- 
fessional training, nursing skill, a medical staff, and a 
spirit of coéperation which transforms this intimate 
structure into a living organism.* Both points of view 
must be recognized if the most complete understand- 
ing of hospital service is to be achieved. 


T: the layman, the word “hospital” brings to 


Importance of Capital Investment 

A study of capital investment derives its importance 
from two sets of facts. In the first place, the capital 
investment in plant and equipment rivals that of some 
of the most important types of private industries ; 
moreover, each individual hospital requires a total in- 
vestment which makes it an important economic en- 
terprise. In the second place, the economic rdle of 
capital investment in hospital service has been con- 
sistenly neglected in the financing and administrative 
policies of many hospitals, individually and in groups. 
The layman unfamiliar with hospital management and 
financing policies naturally assumes that accounting 
for capital investment and resulting fixed charges are 
important phases of the planning and operation of 
hospitals. He is surprised to learn that most hospitals, 
in their reports, give no explicit recognition to. the 
capital investment in the institutions under their guid- 
ance, once the plant and equipment have been made 
available and put into use. This practice is particu- 
larly characteristic of governmental hospitals and those 
under the auspices of nonprofit associations, including 
churches and religious nursing orders. 

The groups concerned with hospital capital invest- 
ment may be considered as three in number: the gen- 
eral public; the hospital superintendents and trustees ; 


*Read at the 15th annua! convention, C. H. A., Washington, D. C., Sep- 
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Capital Expenditures in the Hospital | 
C. Rufus Rorem, 
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than usual, which we feel we can attribute to the fact 
that she had proper care at confinement and rest after- 
ward. Of course, there are cases in which the patients 
are able to pay by cash, but a fairly large number have 
to pay installments. 

We will need at least another six months before we 
can draw very definite conclusions. We are interested 
in doing this pioneering work, and believe that there 
are no other small hospitals in the middle west making 
as definite a contribution to the solution of the prob- 
lem of cost of medical care for patients of moderate 


means. 
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and the physicians and other professional personnel. 
The Public and Hospital Capital 

The general public comprises both the contributors 
of hospital capital and the recipients of hospital serv- 
ice. To the people at large, hospital care is only one of 
a group of services which must be codrdinated for the 
public welfare. When funds are provided to build, 
equip, or endow a hospital, they represent resources 
which are withdrawn from the possibility of use in any 
other type of private or public service. A group of citi- 
zens who give money to a hospital cannot, with the 
same funds, also contribute to the expenses of a clinic, 
a traveler’s aid society, or an orphanage. When a gov- 
ernment votes bonds for the erection of a hospital, it 
thereby limits the amount of public resources avail- 
able for highways, parks, buildings, or education. Hos- 
pitals require greater relative capital investment than 
most other institutions contributing to the public wel- 
fare. Moreover, the large sums invested in the land, 
buildings, and equipment of a modern hospital cannot 
ordinarily be recalled and used with economy in any 
other way, should the hospital venture prove to be 
unwise from a medical or social point of view. 

Executives and Hospital Capital 

To the hospital superintendent and trustees, capital 
investment assumes importance as one of the economic 
goods to be coérdinated with labor and supplies in the 
production of hospital service. The plant and equip- 
ment provide a special type of service and involve im- 
portant economic costs in the form of interest and 
depreciation. To be sure, these costs may be met under 
conditions which render it inadvisable to attempt to 
recover them from patients of the hospital. Neverthe- 
less, recognition and measurement of such costs are 
necessary. Otherwise, it will be impossible to distrib- 
ute the burden to any particular group in accordance 
with an accepted policy, or to avoid assessing any 
group which should be freed from carrying this load. 
But regardless of who pays ultimately for the capital 
investment, it is important that it should serve the 
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greatest possible number of beneficiaries through effec- 
tive utilization of plant and equipment. The super- 
intendent and trustees are, therefore, concerned with 
any policy which will accomplish this result. 


The Professional Groups 


Physicians and nurses represent the two main pro- 
fessional groups which make medical service in hos- 
pitals a reality. They require adequate facilities for 
the exercise of their professional knowledge and skill 
and are limited or aided in their service by the amount 
and arrangement of the plant and equipment of a given 
hospital. Needless to say, economical utilization of 
plant and equipment may release funds for the remu- 
neration of important professional groups concerned 
with hospitals and other forms of medical care. 

Capital investment underlies and is a prerequisite to 
hospital care. Once a hospital is constructed, it can 
render a wide variety of public services otherwise un- 
available for the care and prevention of illness. Capi- 
tal investment and the costs related to it are not the 
only important economic phases of hospital care. But 
they are phases which have been generally ignored in 
discussions of hospital financing policies and costs. A 
study of the economic problems of hospital service 
must be prefaced by an understanding of the amount 
and significance of capital investment. 

Investment-Per-Bed 

The capital investment of a given hospital may be 
expressed in terms of the “investment-per-bed.” This 
figure is determined by dividing the value of the plant 
and equipment by the patient-bed capacity. The in- 
vestment-per-bed is a rough measure of the elaborate- 
ness and of the adequacy of the hospital plant and 
equipment, but must be used with care in appraising 
the facilities of any given hospital. The appropriate 
investment-per-bed for a given hospital is affected by 
the type of medical service offered, by its geographi- 
cal location, and by the scope of its functions other 
than for bed care of patients. 

Investment-per-bed represents a proportionate share 
of the total investment in all hospital facilities, the 
buildings and equipment for housing, feeding, and 
treating patients, the power plant, the laundry, the 
nurses’ residence, the research laboratories, the ad- 
ministration buildings, the out-patient department, the 
operating room, etc. It does not include the value of 
rented buildings, such as nurses’ quarters, nor invest- 
ments in real estate, or other assets not utilized directly 
or indirectly in the care of patients. The investment- 
per-bed of a hospital is not a fixed valuation: during 
any given fiscal period it may be increased or decreased 
by the addition or reduction of facilities or available 
patient beds. 

It is estimated that there was a capital investment 
of $677,000,000 in the hospitals registered as under 
“church” control by the American Medical Association 
in 1928. There were 1,056 “church hospitals” with a 
registered bed capacity of 114,613. This means that 
the average church hospital represents a capital in- 
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vestment of more than $600,000 and an investment- 
per-bed of nearly $6,000. Of this group of 1,056 hospi- 
tals, 627 were controlled by Catholic nursing orders. A 
conservative estimate of the invesment in Catholic hos- 
pitals at the present time would be $400,000,000. 


Fixed Charges 


What does the foregoing discussion mean to the in- 
dividual hospital? Naturally, the significance will vary 
according to amount of capial invested, the method 
by which funds were secured (gifts or loans), and the 
sources of current income. But to all hospitals the 
capital investment means one very definite fact—a 
burden of “fixed charges” which must be borne by the 
patients, the professional staff, or the general public 
through contributions. The factors in the medical care 
of hospitalized persons may be said to be (a) the serv- 
ices of plant and equipment, (5) the services of hospi- 
tal employees and the value of supplies consumed, (c) 
the services of physicians and surgeons not employed 
by the hospital. All of these services must be correlat- 
ed in effective medical care, and all of them must be 
paid for in some manner. The services of hospital 
plant and equipment may be expressed in financial 
terms as interest and depreciation. They represent 
genuine costs of hospital service, regardless of how 
they are met in the experience of an individual hospi- 
tal. It is sometimes said that a hospital has a low 
“cost” for its services because it has no indebtedness 
requiring interest or repayment. Such a statement is 
similar to that. of the shopkeeper who declares that 
his expenses are low because he owns his own property 
and does not pay “rent.” 

All hospital service entails fixed charges. Fixed 
charges may be calculated in terms of “patients-days” 
of care, in the same manner that the operating costs 
(salaries and supplies) are calculated. Assume that 
the investment in a 100-bed general hospital is $500,- 
000, and that the fixed charges are calculated as fol- 
lows: 5 per cent annually for interest, 3 per cent for 
depreciation. The fixed charges are, therefore, 8 per 
cent on the total investment, annual costs of $40,000. 
If the hospital has borrowed funds for erecting the 
plant (as many have done), the terms of the bond issue 
would probably call for cash disbursements of about 
this amount. If the hospital has received its property 
as a gift, free from debt, it means merely that a single 
philanthropist, or group of contributors, has absolved 
a hospital from a conventional business responsibility. 

The fixed charges calculated above, $40,000, vary 
but slightly in total with the extent to which hospital 
facilities are utilized. But they become a relatively 
smaller factor in hospital costs as the amount of 
service increases. If the hospital were occupied to 50 
per cent, with 15,250 patient-days annually, the fixed 
charges per-patient-day would be about $2.20. If the 
occupancy were increased to 80 per cent, with 29,200 
patient-days annually, the fixed-charges per patient- 
day would be reduced to less than $1.40. 
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Fixed Charges and Private-Room Fees 

Hospital records and reports must include mention 
of the fixed charges of hospital service, if the costs and 
economies of different institutions are to be compared. 
The general public which is paying the total bill of 
hospital care—the fixed charges as well as the operat- 
ing costs—is not satisfied with a comparison merely 
of the costs of salaries and supplies. 

An individual hospital which wishes to maximize 
the income from patient’s fees cannot afford to over- 
look the importance of fixed charges. For example, it 
is common knowledge that private rooms occupy the 
most expensive portions of a hospital’s plant and 
equipment, even though private-room patients may not 
receive materially different nursing services or board. 
Hospital superintendents, at times, have attempted 
to justify the higher prices for private rooms solely on 
the ground that such fees include a modicum of chari- 
table contribution for the services in other accommo- 
dations. It would be more appropriate to say that the 
fees include a reasonable allowance for the fixed 
charges which accompany hospital service, even though 
the hospital itself were free of debt. Patients of the 
classes which utilize private-room service are accus- 
tomed to pay the full costs of other commodities and 
would have no objection to a hospital fee which in- 
cluded a reasonable allowance for fixed charges. To 
be sure, even private-room patients may find difficulty 
in paying the established fees. The point made here is 
merely that a patient may be entirely satisfied with a 
fee based upon total costs, yet object roundly to one 
presumed to include a compulsory charitable contri- 
bution. 

Fixed Charges and Voluntary Service 

This inclusion of fixed charges in the accurate 
measurement of hospital costs should have a particu- 
lar appeal to the administrators of Catholic hospitals 
because of their experience with another important ele- 
ment of cost frequently omitted from annual reports, 
namely, the value of the services of nursing Sisters. In 
fact, the failure of many Catholic hospitals explicitly 
to consider the value of the services of Sisters has 
tended to obscure the existence of fixed charges, even 
for those hospitals having outstanding indebtedness. 
The writer has examined the financial reports of a 
number of Catholic hospitals and has observed that 
the unrecorded services of Sisters, for which no com- 
rnercial reward was forthcoming, were in many in- 
stances the only feature which made it possible to 
maintain interest payments and to retire a debt. 

Conclusion 

None of the foregoing comments should be interpret- 
ed as a plea for the commercialization of hospital serv- 
ice. It is rather the expression of a hope that hospitals 
will tell the whole story of their financial operations 
and thereby enlist the public support to which they are 
in many instances entitled. The total costs of hospital 
service should be considered in any discussion of the 
economics of hospital care, even though it be intended 
that patients are to be assessed for none, or only for a 
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portion, of these costs. An avowed policy of relieving 
patients from the burden of fixed charges can be fol- 
lowed only after fixed charges have been carefully de- 
fined and measured. In the past, the fixed charges of 
hospital care have been met primarily by voluntary 
contributions of money, materials, or personal service, 
and only in slight degree by patients’ fees. It is not, 
therefore, solely with a view to recovering fixed charges 
from patients that capital investment should be studied 
but rather with a view to throwing light on an im- 
portant economic problem which has been generally 
neglected or avoided in discussions of hospital service. 


MERCY HOSPITAL, SLATON, TEXAS 

MONG the numerous orders of Sisters, engaged in the 
A\ noble profession of nursing, the Sisters of Mercy take 
an active part. The group which is established at Slaton, 
Texas, came from San Francisco, in 1894. Mercy Hospital 
is their first institution of its kind in that particular part of 
Texas. The Sisters, who comprise the personnel of Mercy 
Hospital, Slaton, are all graduate registered nurses, as well 
as technicians, qualified to supervise the dietetics, laboratory, 
surgical, X-ray, and other departments. 

Mercy Hospital was dedicated on November 28, 1929, by 
the Very Rev. Msgr. Robert M. Nolan. The City of Slaton 
donated a site of two blocks and raised a bonus of $20,000 
for the Sisters to enable them to build the hospital. 

Physical Qualities of Structure 

Mercy Hospital, carefully planned from the standpoint of 
convenience, practicability, and efficiency, represents an out- 
lay of $160,000. The construction is of reinforced concrete, 
with outside curtain walls of brick and tile. The exterior is 
a treatment of mingled-shaded red brick, in combination with 
cut stone. The building is four stories. The ambulance drive 
is at the front, underneath a massive arch. The entrance to 
the main floor is of Romanesque type of architecture. 

There are solariums on the second, third, and fourth floors, 
so planned that patients’ beds may be rolled out, thus press- 
ing sunshine into health-giving service. The building is fire- 
proof. A large electric elevator takes passengers from first 
to fourth floors. The system of lighting and heating, the 
type of plumbing fixtures and equipment, as well as the 
method of refrigeration, are such as are used only in the 
most modern hospitals. 

Refrigeration and Heating 

The refrigeration system will be operated from a central 
plant with respective boxes on each floor, also ice-water cool- 
ing system for drinking fountains located on each floor, with 
special valve above fountains for ice-water service to patients’ 
rooms. 

The floors throughout the first story are of cement. There 
is a subfloor or basement in which is located a large boiler, 
which is automatically controlled in all its phases. The heat 
is controlled by a mercuroid control system, complete water- 
leveling device. The boiler has a safety valve and for double 
safety a water control system; gas furnishes fuel for the 
boiler in the event that the water gets too low in the boiler. 
In connection with sterilizing equipment and laundry, there 
is a high-pressure boiler as part of the equipment. This boiler 
operates on a steam pressure of 45 pounds, and has all the 
controls mentioned on the low-pressure boiler. This high- 
pressure system, by means of a pressure-reducing valve 
located on the fourth floor, is cross connected with the heat- 
ing plant in both major and minor operating rooms, also 
sterilizing and obstetrical rooms, thereby eliminating as nearly 
as possible any danger of faulty heating in cases of emergency. 
There is a 1,500-gallon capacity hot-water supply tank, that 
is also operated off the high-pressure system. 
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First-Floor Facilities 

On the first floor is a large kitchen with up-to-date equip- 
ment, consisting of stove, steam table, vegetable sink, frig- 
idaire, and chef sink. The kitchen has also been provided 
for the installation of an electric dishwasher, vegetable peeler, 
and dough mixer; ample space has been provided for kitchen 
stores. From the kitchen runs a dumb-waiter to all the floors, 
thus furnishing a central-service system. 

On this floor also we have the emergency room, located 
immediately at the ambulance entrance. It contains all equip- 
ment necessary for major operations, having a specially de- 
signed table for emergency cases, where it is impossible to 
take patients to the regular operating room. Another feature 
is its location where none of the other patients will be dis- 
turbed by any emergency that may arise. It is further fea- 
tured by the fact that it is also located directly in front of 
the elevator, so as to transport patients from emergency room 
to patient’s room on any floor that is desirable. 

On this floor is the drug store, the nurses’ lecture and 
recreation room, nurses’ dining room, Sisters’ dining room, 
six rooms for patients, the janitor’s room, and a laundry. 


Administration Unit 

The floors throughout the second, third, and fourth floors 
are terrazzo. The corridors are alternating squares of verde- 
antique and white, while rooms are a combination of red, 
black, and white marble. The floors in operating rooms, 
laboratory, and obstetrical rooms are ceramic tile, with 5-foot 
tile wainscoting. 

The main entrance, which is of artistic design, gives access 
to the second or main floor. Inside this beautiful archway 
is a spacious lobby fronting the main business office. To the 
left is a handsomely furnished reception room for visitors 
and friends of patients. On this same floor we have the record 
room, office of the supervisors, utility room, linen room, and 
diet kitchen; all other rooms on this floor are for patients, 
medical cases. Most rooms on this floor have bath and toilet 
connections. There are two public bathrooms on this floor. 


Medical and Surgical Departments 

The third floor is used exclusively for surgical cases. As 
on the second floor, most rooms have bath and toilet con- 
nections. On the southwest corner of this floor is the nursery. 
The nursery is ideal for the use for which it is intended. 
The walls are tinted a delicate blue blending harmoniously 
with the bassinets finished in old ivory. Shell-pink drapes, 
which adorn the windows, complete the color scheme. The 
nursery is equipped with an electric incubator for premature 
babies. 
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On the fourth floor we have major and minor operating 
rooms. Each operating room is provided with a washroom 
for the doctors; a dressing room with lockers and showers 
is conveniently located. The operating rooms are modern in 
every respect. They contain recessed instrument cabinets, 
recessed X-ray viewing boxes, combination tables, scialytic 
light, water-ejector suction pump, recessed blanket and saline 
warming cabinet. The sterilizing room contains a_ high- 
pressure dressing sterilizer, recessed type, steam heated, one 
water still, one instrument sterilizer, steam and gas-heated 
hot plate. 

Across the hall from the operating room is the laboratory. 
The laboratory contains a microscope colorimeter, centrifuge, 
clinical incubator, frigidaire, and other modern appliances. 
On this floor is the obstetrical or delivery room, furnished 
with the most up-to-date equipment. 

X-Ray Equipment 

The X-ray room, which is also located on this floor, is 
equipped with all the modern Victor apparatus, including 
fluoroscope and stereoscope. In connection with the X-ray 
department is the cystoscopic room, equipped with a urolog- 
ical, cystoscopic, and radiographic table. On this floor is the 
Sisters’ chapel and sleeping apartments. 


Homelike and Comfortable Furnishings 


The corridors are spacious and well lighted. The halls are 
cheery. The rooms are large and well ventilated. Steel furni- 
ture, finished in walnut, green, and old ivory, is used in all 
rooms. In order to introduce a homelike effect, and to re- 
move the cold, institutional feeling, so strongly associated 
with hospitals, graceful draperies adorn every window. The 
silent signal system, by which a patient calls the nurse, is 
in operation on all floors. This system is noiseless and elimi- 
nates the ringing of bells in halls. When a patient presses 
the signal, a light shines above his door on the outside, and 
at the same time a light flashes over the nurses’ station and 
remains lighted till the nurse answers the call, and turns the 
switch in the patient’s room. 


“You may tell the Sisters that hospital work though so 
much occupied with the care of the body is in reality, a mani- 
festation of a profoundly spiritual zeal and is most helpful 
for the good of souls.”—Pope Pius X]/. 

“I wish to repeat again that the central problem in the 
Catholic hospital field today is the probiem of preparing the 
Sisters ever better and better for the great responsibilities 
which they have to bear.”—Pope Pius X1. 




















*4* HERE has been much discussion recently, regarding the 

hospitalization and the nursing care of the patient of 
moderate means; namely, the middle-class or salaried indi- 
vidual.* This group, we know, represent by far the largest 
in any country. This group cannot afford the present cost 
of medical, hospital, and nursing care, without sacrifice of 
family income below the economic status of the family group. 
In concentrating our efforts to provide, at a moderate rate, 
nursing care for this class of patient, assuming that the 
trustees and the hospital authorities desired but one type of 
service, and that the best, group nursing was inaugurated at 
Grace Hospital in March, 1927, following an investigation 
and recommendation made by a committee of the Detroit 
Hospital Council. 

Nursing-Service Plan 

The nursing service was developed on the following plan. 
A “group” is comprised of three graduate nurses, succeeding 
each other on eight-hour service; thus covering a period of 
twenty-four hours, and giving to the patient a continuity of 
service. This arrangement has proved very satisfactory, in 
that it has eliminated a constantly changing personnel for 
hourly relief, days off, half days, etc. The assignment of 
patients to the group nurse is made by the corridor super- 
visor, who interviews the patient in regard to his special 
nursing care, if such is needed, and presents this ‘ype of 
nursing service for his consideration. Group nursing is also 
frequently requested by the physician, who, because he is 
aware of the financial status of his patient, is duly consid- 
erate. Each group of nurses will care for two or three pa- 
tients, according to the degree of illness, and to the amount 
of treatment prescribed. For example, no one nurse would 
be expected to care for three acutely ill patients at one time, 
rather, her assignment would include one acute or fresh 
operative case, and one or two other patients in varying stages 
of convalescence. Occasionally, the group is not filled, and 
there is a patient needing special attention, who cannot afford 
charge. 

Fluctuations in the hospital census often make it necessary 
to take on, or to discontinue, one or more of the “groups” 
of nurses for a temporary period. This situation is thoroughly 
understood by the nurse before she is taken on the staff, 
and has caused very little dissatisfaction. In some institu- 
tions where general-duty nursing is used the group nurse 
might successfully be alternated with the general-duty nurse, 
thus making an uninterrupted service. 

In order successfully to carry out this plan of nursing 
service, the architectural arrangement of the unit is of par- 
amount importance. At present, we are using it in two types 
of units, one, comprising a service of 32 beds in small wards; 
the other, a service of 9 two-bed rooms on one floor. How- 
ever, if a new hospital building is to be erected, with group 


*Read at the 15th annual cdhvention, C. H. A., Washington, D. C., Sep- 
tember 2-5, 1930. 
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nursing in mind, one should first determine the plan of op- 

eration of the service, i.e., the number of patients comprising 

a group. Then a corridor should be planned, consisting of 

two- or three-bed semiprivate rooms, or small four- to six- 

bed wards, arranged with central utility, treatment, and chart 

rooms. It is only by segregation that group nursing is feasible. 
Specialization Cost Reduced 

As group nursing is designed, primarily, to reduce the cost 
of “specialing,” may I quote a comparison of figures. At the 
present time in Detroit the graduate-nurse fee for general, 
medical, or surgical nursing is $7 per day, plus the cost of 
the nurse’s board at the hospital, namely, $1.50 per day, 
making the total cost to the patient $17 for 24-hour special 
nurse service. For obstetrical nursing the nurse charge is $8 
per day, which brings the cost to $19 for 24-hour service. 
This wage can only be considered fair and moderate when 
it is understood that the special-duty nurse is irregularly 
employed; it having been estimated that the average actual 
duty time is approximately 240 to 265 days per year. 

When we add the hospital fee for private or semiprivate- 
room service, which, in general hospitals, ranges from $6 to 
$9 per day, this including room, board, surgical dressings, and 
so on, is it any wonder that this cost is prohibitive to the 
wage earner, and average salaried individual, who may need 
hospitalization for an indefinite period? Against this the cost 
for group nursing service is $7.50 for 24-hour service for 
medical and surgical cases and $9 for obstetrical cases, in- 
cluding the care of the baby. This means a reduction of 45 
to 65 per cent in the cost of graduate-nursing service, and 
affords the patient with limited means, the opportunity of 
keeping and paying for a special nurse much longer than at 
present. 

Cost to Institution 

Another phase of group nursing to be considered is the 
cost to the institution. In many general hospitals which have 
endowments, the middle-class patients participate in these 
endowments. In general hospitals without endowments, he is 
a necessary contributor toward the cost of maintenance, and 
many institutions are struggling to meet their maintenance 
costs, without raising their charges to the public. Our group 
nurses are employed on a monthly basis of $125, including 
board. It is interesting to note that during the first 12 months 
we broke even one month; 5 months showed a small deficit 
and 6 months showed a small surplus. During the second 12 
months, 3 months showed a deficit, and 9 months a surplus. 
At the end of two years the books showed a small surplus of 
a few hundred dollars, which has been designated as a group 
nursing fund, and may be applied to any nursing deficit which 
may occur, or be used for the payment of hospitalization of 
group nurses beyond their six days’ annual sick allowance. 

The plans under way for the new hospital unit provide 
accommodation to the extent of 70 per cent of the capacity 
of the new unit for patients of moderate means. We hope 
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to keep the cost to the patient under $6 per day, while main- 
tenance costs continue at present level. 
Growth of Group Plan 

With the closing of our three years of group nursing it is 
most gratifying to observe the steady growth of the depart- 
ment. The statistical report indicates that 281 patients were 
cared for the first year with a total of 1,420 nursing days, 
the second year 322 patients with 2,038 nursing days. In 
comparison, during 1929, there was an increase of 33.7 per 
cent in this department. The charges to patients for bed, 
corridor nursing, and house-staff medical attention on these 
services ranges from $4 to $6 per patient. 

We have found this type of nursing service to work out 
successfully for many reasons.: It brings to the middle-class 
patient a special nursing service within his means. Once the 
physicians become familiar with the service, they are de- 
cidedly in favor of it, often expressing the satisfaction which 
both they and their patients have derived from group nursing. 
That it is being brought to the notice of the public, is evi- 
denced by the fact that group nursing is often requested by 
the patient himself, through knowledge he has obtained out- 
side of the hospital. To the graduate nurse it has an appeal, 
because of the shorter hours of service, and assurance of 
practically steady employment, and a regular income that is 
somewhat higher than the average wage of special nurses 
throughout the country, as revealed by the Rockefeller report. 

Summary 

The need of a new nursing system developed, only by con- 

vincing the public, that hospitals were no longer a place of 
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fear or prejudice, but places where expert medical and 
nursing care are obtainable. That group nursing with con- 
signments of three to each group will reduce the reduction 
in cost from 45 to 60 per cent of special nursing to the pa- 
tient of moderate means, which cost can be reduced still 
further, if it can be applied on a larger scale. 

The system insures continuity of special-nurse service for 
many patients whose condition demands individual attention. 
It provides these services to patients whose means would 
otherwise be insufficient to pay for special nursing, relieves 
a heavy service of many acute sick or fresh operative cases 
which, however, continue under the direct observation of 
pupil nurses who are called upon to act as assistants to group 
nurses, from time to time. It simplifies much detail connected 
with special nursing service and enables the hospital to pro- 
vide a new nursing service. Apprehension was, at first, felt 
in reference to the loading of two or three acute or freshly 
operative cases on one group, which would have the tendency 
to limit the degree or amount of personal attention that these 
patients would receive. Experience has demonstrated that 
where two or more groups are associated on a service, the 
exchange of patients between groups can be quickly and sat- 
isfactorily arranged. It should be understood that frequently 
only two patients are served by a group. It has generally 
been possible to limit the assignment of fresh operative cases 
to groups not already overburdened. As a rule, a group of 
three will consist of one fresh operative case and one or two 
other cases in varying stages of convalescence. With multiple 
groups on one service, the flexibility is apparent. 


Problems of University Affiliations 


Sister M. Brendan, R. N. 


NIVERSITY schools of nursing have come into 
U existence in an incredibly short time.* The beginning 
of the twentieth century saw the first courses offered by uni- 
versities to nurses, and in 1909 the University of Minnesota 
created the first department of nursing. The movement has 
been rapid, passing from a remote connection in the be- 
ginning, to the nursing school as a part of the university 
Each stage of progress reveals a variety of associations which 
are now in operation in different parts of the country. 

The “Survey of Catholic Hospital Nursing Schools” pub- 
lished in the March number of Hospirat Procress gives 33 
college connections and the large number of 67 schools under 
university auspices. Included in this number of affiliations 
are connections of various kinds: with schools offering prepa- 
ratory courses for students expecting to enter nursing schools; 
with schools giving courses to the undergraduates in such sub- 
jects as anatomy, physiology, chemistry, and bacteriology; with 
schools giving postgraduate courses in nursing subjects and 
finally with schools which offer to nurses the same advantages 
as to students in the other departments of the university 
during the three-year course and a degree in nursing at the 
end of a five-year course. It is to this last type of affiliation 
which is accompanied by difficulties as well as benefits, that 
I shall confine my remarks. 

Where the affiliation is loose with slight obligation on either 
side, there will be few problems, but also little progress in 
an educational way. Problems exist, we must face them, be- 
come acquainted with them, and by discussion, solve them. 
As a closed-up room is aired and the musty odor disappears 
on opening the windows, so the concealed pent-up problems 


*Read at the 15th Annual Convention, C.H.A., Washington, D. C., 


September 2-5, 1930. 


of affiliation, when aired by discussion, will disappear alto- 
gether, or a means to remedy them be found. 

Where the university assumes full responsibility for the 
academic training of the nurse, there arise difficulties oc- 
casioned by: (1) The newness of the movement. (2) The 
diverse objectives of the two institutions. (3) The terms of 
the agreement which affect the scholastic regulations of the 
university and the administration of the hospital. (4) The 
social and economic conditions of the day. (5) The mis- 
understandings caused by the different interpretations of what 
a nurse’s education should include. 

The novelty of the plan may give rise to opposition from 
some of the personnel of either institution who have pre- 
conceived ideas that all change is detrimental. Perhaps in- 
novations are feared in the desire to safeguard the interests 
of the patients or it may be merely the middle-aged person’s 
antipathy to change, or more serious still, the obstacles may 
be caused by the jealousy of the incompetent who shrink 
from exposure. This opposition is broken down by educating 
all staff members to a realization of the significance of the 
affiliation and the necessity of whole-hearted approval instead 
of a grudging compliance which dampens the enthusiasm of 
those interested in the new adventure. Poor coéperation is 
generally due to misunderstanding of the plan. 


Popularity of Affiliation 


The ever-increasing number of hospital nursing schools with 
university affiliation testify to the popularity of the scheme. 
Who initiates this new movement, the hospital or the uni- 
versity? Undoubtedly whoever needs it most or whoever has 
the most charity to supply the need. One viewpoint, a hospi- 
tal one, might be that the university, in a wish to enlarge 
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its scope, opens a school of nursing and looks upon the hospi- 
tal merely as a convenient ready-made laboratory, where the 
students in this department will be assembled, supervised, 
properly housed, and given their clinical experience, while 
the hospital helps to pay the professors’ salaries, spares the 
university disciplinary worries, collects the fees, and receives 
a divided allegiance from the heretofore loyal graduates. 
Perhaps there is a conservative professor already ten years 
behind his time, who fears for the dignity and standards of 
the University and strives to limit its usefulness by opposing 
the affiliation. 

Another viewpoint might be that the hospital school, rec- 
ognizing its deficiencies, is eager to adopt progressive edu- 
cational methods to keep in touch with the changing culture 
of the day and reaches out for an affiliation as the most 
likely means of attaining this end. The university affiliation 
is a way out of the difficulty of obtaining competent instruc- 
tors and of raising the standard of teaching in the school of 
nursing. The report of the Grading Committee showing that 
50 per cent of the superintendents of nurses hold their posi- 
tions for less than two years, indicates that there is something 
wrong educationally with the systems of nurse training. It is 
not in a healthy condition and it is in need of change. The 
effecting of this change may be made difficult by the attitude 
of distrust on the part of the personnel of the institutions 
concerned, but an explanation of the advantages of university 
affiliation will win intelligent supporters to the new move- 
ment. Among the arguments in its favor may be mentioned 
that it provides a superior education and consequently 
attracts the more ambitious and capable woman to make use 
of this educational opportunity; it gives a broader cultural 
background and a sounder scientific foundation to the student 
in the school of nursing and it relieves the hospital of the 
responsibility of the academic education of the nurse. 


Advantages of Affiliation 

It is inevitable that problems should arise because of the 
diversity of aims of the two institutions associated for the 
purpose of the nurses’ education. The hospital has as its 
primary purpose, the care of the sick; the education of the 
nurse is a secondary purpose which the hospital imposed on 
itself to supply adequate nursing service for its patients. This 
foundation reason lingers and the hospital authorities are 
perplexed about the extent of their responsibilities in the edu- 
cation of the nurse. The hospital is fortunate which has its 
nursing school directly under the patronage of a progressive 
university faculty that forms the policies with an educational 
outlook and which can control the activities in a more im- 
personal way. The university with which an affiliation is 
made has the responsibility of knowing what is being done 
in the hospital, what is the type of supervision, and what is 
the progress of the student. It interprets the work of the 
nurse in terms of educational value to her; it preserves the 
balance between theory and practice which circumstances 
sometimes prevent the hospital from seeing clearly and judg- 
ing impersonally. The university is primarily an educational 
institution and professional education comes within its scope. 
The Catholic universities with which our schools of nursing 
affiliate have besides a greater purpose. In the preface of 
The Idea of a University, Newman writes: “When the 
Church founds a university, she is not cherishing talent, 
genius, or knowledge for their own sake, but for the sake 
of her children, with a view to their spiritual welfare and 
their religious influence and usefulness, with the object of 
training them to fill their respective posts in life better and 
of making them more intelligent, capable, active members of 
society.” If nurse education is a perplexing problem for the 
hospital, the hospital may, when opportunity offers, safely 
intrust its students to the care of the university which in 
assuming the responsibility is exercising a function for which 
it is adequately prepared. 
For a successful affiliation of its nursing school with a 
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university the hospital must conform to certain regulations 
in the matter of organization and administration. Affiliations 
vary in different places and the particular type of affiliation 
will govern these regulations. Where the school of nursing is 
a separate school and not under some department (in Cali- 
fornia the nursing is under the department of hygiene) it 
has its own dean, council, and faculty. The council is selected 
from the university and hospital personnel as the successful 
codperation of both institutions is fundamental. Where each 
member holds a supervisory and teaching position, there is 
apt to be a closer correlation between the program of studies 
and the actual nursing needs, between the instruction and the 
practice. Formerly it depended almost entirely on the 
aggressiveness of the superintendent of nurses working with 
a lone hand whether the school advanced or was retarded. 

By this the present arrangement there is less danger of 
emphasizing one phase of nurse education at the expense of 
another. The members of the council wishing to preserve a 
spirit of unity and make the experiment a success feel the 
responsibility of safeguarding the interests of the university 
and the hospital, so that neither place will be at a dis- 
advantage. 

The first requirement for affiliation is that the students are 
graduates from accredited high schools and have the required 
credits. It is not safe to assume that they are suited mentally, 
physically, and emotionally for their work even if they 
present evidences of being in the upper third of their class. 
Many difficulties could be eliminated for the one who evalu- 
ates the credits, for the teacher, and for the nurse if a list 
of subjects which form a good foundation for nursing be sent 
to the high schools from which the student body is drawn. 
Only those properly fitted for the work should be permitted 
to undertake it. 

The problems of program building to suit the hospital 
practice and the university regulations are not a few. The 
curriculum must contain cultural subjects in addition to the 
basic sciences and nursing subjects. The 16-hour course 
supplants the convenient but condemned short scrappy 
courses of other days. The content of the course, laboratory 
practice, and teaching methods are emphasized. Electives 
must be provided. Extracurricular activities, rest and study 
periods, must also find a place on the program. 

As the studies of the second semester are as heavy as the 
first only four to six hours of the students’ time is employed 
in practical work during the first eight months. With all this 
included in the academic preparatory program we have to bear 
in mind that it is only at the bedside of the patient that the 
nurse learns to care for the sick. Dr. Hugh Cabot writes that 
the “Apprentice method of approach” is still the soundest 
method of teaching clinical practice, whether in the field of 
medicine or the field of nursing. 

The question need never arise of the educational value of 
clinical training. Practical experience with repetition is neces- 
sary to secure skill, but we must discover what are the duties 
performed by student nurses which are nonessential to nursing 
education and what amount of information she needs in her 
course to perform her nursing duties intelligently. 

It is toward a solution of these many problems in matters 
touching on the organization, administration, and economics 
of our schools that many of us are working at the present time 
and hoping that conventions such as this will bring some light 
as to the best course to pursue. In the hope to be of help to 
someone I will be specific and contribute my personal expe- 
rience with a university-school affiliation which has been in 
effect for two years. 

The St. John’s Nursing School, with which I am connected, 
passed through the various stages of university association. 
In the beginning the faculty members of the St. Louis Uni- 
versity Medical School on the hospital staff gave lectures 
selecting their own material when requested by the superin- 
tendent of nurses. From 1921 the nurses, together with groups 
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from the Jewish and City Hospitals, attended lecture courses 
in four scientific subjects which were given at the medical 


school. 
A New School 


The St. Louis University School of Nursing was opened 
October, 1928, and is formed of the nursing schools of three 
St. Louis Catholic hospitals — St. Mary’s, Alexian Brothers’, 
and St. John’s. The school has an administrative board to 
determine educational policies and each hospital unit has a 
school council to work out schedules and attend to disciplin- 
ary matters. The board meetings were held frequently until 
the school was fully established. We are singularly fortunate 
in having our board headed by one who is familiar with nurs- 
ing movements, in sympathy with hospital organization, and 
a medical educator who is interested in maintaining high stand- 
ards. To the chairman of the board, goes the credit for what- 
ever success has been attained. The members are encouraged 
to express their views and even crude and immature opinions 
are received in a spirit of interest and helpfulness. 

Among the matters taken up at the board meetings were; 
the constitution and by-laws, curricula, schedules, records, 
teacher appointments, criticisms of course given, midyear 
admission of students, courses for laboratory technicians, stu- 
dent health service, possible affiliations for third-year students, 
evaluation of the credits of graduate nurses and transfer stu- 
dents; the content of the five-year course, and the disposition 
of students with conditions or failures. In some of these mat- 
ters, such as midyear admissions where the interests of the 
school and hospital were in conflict I found myself opposed 
to university ideas, but I was gradually won over to far- 
sighted policy. The meetings are stimulating and inspiring in 
their general effect. 

The teachers in the school are drawn from three sources: 
the college of arts and sciences, the medical school, and the 
hospital. The college of arts supplies teachers for English, 
philosophy, religion, and psychology. The medical school sup- 
plies teachers for anatomy, physiology, chemistry, pathology, 
and pharmacology. The hospital staff doctors who are also on 
the medical-school faculty, teach the clinical subjects and the 
hospital supplies teachers for the strictly nursing subjects. 

For the three-year course from 50 to 60 college credits are 
given; for the five-year course 128 credits are required. As 
a means of keeping the nursing course intact, the three-year 
course is the same for all students. There is a per-capita 
charge for subjects taught by the professors from the school 
of medicine and arts. For the clinical and nursing subjects 
college credit is given without remuneration. 

It is too soon to state definitely the effect of the affiliation 
on the student. The first class had the affiliation regulations 
thrust upon them as they had entered the school a month 
before it was made. In the beginning they lacked appreciation 
of the change, chafed at having extra studies, objected to 
student health service, and were jealous of the free time en- 
joyed by seniors. At present the students take their academic 
work more seriously; they have a truer sense of their own 
importance, they need less correction on the halls as they 
seem to carry over methods learned in the sciences to their 
methods in nursing technique. 

The interest of the graduate nurse is stimulated by the 
progressive educational policies adopted and she is attracted 
by the courses offered to graduates. The hospital superin- 
tendent whose business it is to count the cost sees the sala- 
ries of graduate nurses increase because of the decreased duty 
hours of the students. She sees the student losses because of 
higher standards. She sees the tuition fees. But also, she sees 
the need for competition with endowed or more wealthy in- 
stitutions. The nursing care cannot all be given by under- 
graduates unless the school is eniarged and this is discounte- 
nanced by the present problem of the oversupply of nurses. 
The placing of graduates in the hospital is very praiseworthy, 
but the economic problem makes the cry for more Sisters to 
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fill these positions become imperative. The financial responsi- 
bilities of the school includes the distribution of nursing serv- 
ice, loans, tuitions, and scholarships and will be relieved only 
by public assistance or when the student pays an entrance 
fee to cover the expense of the first months in school. The 
principle of giving something for nothing is unsound and leads 
to a lack of appreciation of what is given as well as incul- 
cating a wrong sense of justice in the mind of the student. 
Someone has to pay and in this case it is the patient or patron 
of the hospital who pays for the nurse’s education. The hos- 
pital is making an unwise distribution of its funds in imposing 
a debt on the student nurse which she is expected to pay in 
service at some future time. 

The superintendent of nurses under the new régime seems 
to use a popular expression “to have a lucky break.” She 
seems to be stripped of her duties if not her responsibilities. 
A registrar keeps the student records; admissions are passed 
on by a committee, the teaching is distributed among special- 
ists with no more than two subjects allotted as her share; lec- 
turers are appointed and notified by the university, and there 
is always someone higher up to whom to appeal in difficulties. 


Standardization Needed 


However with the school on a higher plane and with social 
and economic conditions as they are today, there is an added 
responsibility for the education of the nurses. We must face 
the fact that this exists and that it is universal. Dissatisfied 
graduates hurt the hospital and if they are idle, they will be 
dissatisfied. While the number of graduates is high, the supply 
of properly qualified nurses for positions of teachers, admin- 
istrators, and public health nurses is low. Incompetent nurses 
circulate rapidly and do great injury to the profession by 
their inefficiency. What answer have we to give to the ap- 
plicant to our school who asks if there is an oversupply of 
nurses but to remind her of the saying that there is always 
room at the top of the ladder. University affiliation is the 
answer of how to get there by developing morally, mentally, 
technically, and socially. The time may come soon when the 
content of the course of nursing will be emphasized instead 
of the time service, when a national accrediting agency will 
grade the schools and the nurse will be credited with the 
courses which her school can give adequately. 

Adult education is popular. The public studies health. The 
present-day educational objectives of mental and physical 
health and social usefulness make it necessary to have a 
specialized nurse attempt to preserve the health of the com- 
munity. The public looks to the nurse as the means by which 
its thirst for information may be supplied, thus the nurse’s 
sphere of work is broadened and her words have weight. 

Universities are not unmindful of the times and offer to 
nurses, hitherto unopened doors with a balance between cul- 
ture and practice. 

Supply and demand must be borne in mind in educating the 
nurse. She must be enabled to reach out and increase the 
number and type of positions that she can fill. To do this, she 
must specialize. The more the members of the nursing profes- 
sion specialize, the more they borrow from other departments 
of the university and broaden the nursing field. 

The different conceptions of what a nurse should know is 
receiving much attention at the present time and brings forth 
a variety of ideas. The university sees nursing as part of the 
great health program and realizes its possibilities in nursing 
education. The hospital generally narrows nursing to the care 
of the sick. The university proposes to train leaders to teach 
true Christian principles to those deprived of like advantages, 
and to be veritable apostles of the Faith. The university is 
pleased with the prospect of many Catholic nurse leaders who, 
not hampered with an inferiority complex, but equipped with 
a sense of superiority in being the possessors of a true philos- 
ophy of life and a confidence in their ability, can help the com- 
munity to attain health and happiness. 




















The Hospital Record Requirement of the 
American College of Surgeons 


Sister M. Beata Kempen, R. N 


BRAHAM LINCOLN once said: “If you can’t remove 
Asam plow right through them.” This very well ex- 
presses the situation concerning records and their require- 
ments of the American College of Surgeons.* Since this or- 
ganization has taken an active interest in the hospitals by 
inspecting them in their various phases, the standards have 
undoubtedly been raised. The aim in all hospitals has been 
the same; namely, to comply with the requirements of the 
American College of Surgeons. The obstacles to record- 
keeping have not been removed, but recordkeepers have 
learned to plow through these obstacles. The opportunity to 
voice our sentiments with regard to the hospital records and 
the requirements of the American College of Surgeons has 
been given to us, and I shall endeavor to make the most of 
it by attempting to give a résumé of the requirements not 
only from the viewpoint of the hospital, but more particu- 
larly from that of the one more closely associated with rec- 
ords, namely, of the record librarian. 


Advancement of Record Department 

Among the various departments of the hospital which have 
risen to importance in the past ten years is the record depart- 
ment. Prior to this time, records were often found tucked 
away in an out-of-the-way place, as if their existence were 
only a matter of toleration. The intense program of education 
instituted by the American College of Surgeons has led to 
radical changes, both as to records themselves and to their 
manner of filing. To the casual observer or visitor who walks 
into a record room, it is only another office or office depart- 
ment. He sees little that is attractive—desks, case histories, 
personnel, not much of which one may boast. But hidden be- 
neath the frequently unattractive appearance, is the minimum 
standard requirements for records. This has proved a spur 
to those who lagged behind, while to those whose program 
has pushed them into the front ranks, it gave an added stim- 
ulus to higher achievements. 

Much has been said and volumes have been written relative 
to the making and keeping of case records. How to make 
a record department efficient, economical, and at the same 
time conformable to the requirements, is the great problem 
which each hospital must not only face, but honestly endeavor 
to solve for itself. To do this, it is necessary that the de- 
velopment of the record room be given very careful consid- 
eration. Records are bulky and in course of time, their 
accumulation becomes a serious problem. 

Planning for Expansion 

A record room should be planned with a definite view to 
make expansion possible. Often this cannot be done where 
the record room has been an afterthought instead of a fore- 
thought. It is wise to provide space in the record room proper 
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tember 2-5, 1930. 





71 


for the accumulation of the records of at least ten years; 
but as records may be valuable for medicolegal or scientific 
purposes for 30 or 40 years, additional storage space, prefer- 
ably fireproof, should be provided for older records. Often a 
basement or sub-basement is utilized for this purpose. If it 
is water and fireproof, and not too far out of reach of the 
record room, it may prove more economical to use such space 
than the more valuable space above ground. A well-lighted, 
well-ventilated record department is in many hospitals only 
the dream of its record librarian. 

The ideal record room should have adequate space to carry 
its load of expansion in vertical files for active case histories, 
or if the bound-history system is used, there should be ample 
room for shelves or cases for the bound records of at least 
ten years. All indices relative to the work should be kept in 
the same room, in order to expedite the getting of histories. 
An ideal record room means nothing without a properly or- 
ganized department. This presupposes competent supervision 
with an adequate staff. In the Bulletin of the Transactions of 
the American Medical Association mention is made of the 
Committee on Clinical Records. Dr. Parnall, chairman, in 
speaking of record-room organization and methods, tells us 
that this committee in codperation with the recently formed 
Association of Record Librarians will attempt to set up stand- 
ards for hospital record rooms and prescribe minimum re- 
quirements for the training of hospital record librarians. 

The Record-Room Staff 

The personnel or staff of the record room should have a 
proper understanding and appreciation of values. The func- 
tion of the record room is twofold, the facilitation of research 
and the protection of the patient and the hospital. Each mem- 
ber of the staff must know this lesson perfectly. To gain this 
end, a tremendous amount of detail work, seldom realized 
by anyone not connected with the department is necessary. 
Records in the making require much time, attention, and last 
but longest remembered, money. In hospitals where there is 
a sufficient number of interns, the problem is not so difficult. 
If they are a group of earnest workers, who know what is 
required, there is usually not much trouble. 

It is expected that histories and physical examinations be 
completed within 24 hours after admission to the hospital. 
This rule is imperative, unless the patient be too ill or is 
unconscious. We have found a little scheme that works well 
in our hospital. If a patient’s history is not written within 
the allotted time (24 hours), a small red tag, 3 by 2 inches, 
is attached to the chart. It may be labeled, “no history,” 
“no physical,” or “no progress notes,” as the occasion re- 
quires. Below is a line for the name of the staff doctor in 
charge of the patient. Adding the name of the delinquent 
intern helps to expedite matters. The doctors resent our tag- 
ging charts, and often in an incredibly short time the desired 
work is done. 
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Checking of Histories 

Here are some of the things against which a history may 
be checked: 

1. Are history, physical examination, working and final 
diagnosis completed, signed by the intern and countersigned 
by the chief? The Pennsylvania State Board requires that 
the intern shall sign everything he writes, and that the chief 
shall read and countersign, with interlineations and notations 
to show that he has supervised the intern’s work. 

2. Do the progress notes account for rises in temperature, 
and state reactions to operations, removal of stitches, and 
treatment? 

3. Are consultations and opinions noted in full, with all 
other details that go to make a complete record of a case? 

4. Do laboratory, X-ray reports, and doctor’s orders co- 
incide? 

5. Are tonsil sheets filled out, showing sufficient cause for 
removal of tonsils? Do adult tonsil records show past med- 
ical history and present associated symptoms? 

Records of Operations 

So much has already been said and repeatedly brought 
home with unforgettable emphasis about the operation record, 
both by the American College of Surgeons, and in Pennsyl- 
vania by the State Board of Medical Education and Licensure, 
that it seems almost useless to repeat it here. Suffice it to 
say, that the enforcement of the minimum standard of the 
American College of Surgeons with description of operation, 
and check of postoperative with preoperative diagnosis is now 
in full swing in most hospitals today. 

If a hospital is able to have medical stenographers or dicta- 
phone to facilitate the transcription of dictation, the problem 
is not so difficult to solve. If there are no interns and clerical 
assistance is out of the question, then only partial records 
can be kept. Good case records cannot be maintained with- 
out the aid of the medical staff and clerical assistance. A 
hospital should not expect the doctor to take the place of a 
clerk; he should be provided with stenographic assistance to 
enable him to more easily record his patient’s condition, his 
opinions and treatment. Postoperative progress notes, or 
weekly progress notes in the case of patients not acutely ill, 
follow, as a matter of course, if doctors are given a little 
latitude in this respect. Here firmness, tempered with tact 
and prudence, stand the record librarian in good stead. She 
must get the required work without seeming to use the might 
of coercion. 

Progress Notes 

The “progress notes” are the telltale of the professional 
care of the patient while in the hospital. All significant 
physical changes in the patient’s condition should be noted. 
The absence of these notations indicates a lack of attention 
and reflects seriously on the staff attendant and his intern. 
Following the progress notes the physical status of the patient 
at the time of discharge should be written. This should show 
the exact condition existing, the instructions for further at- 
tention, if necessary, and the final signature of the staff 
physician. Diagnosis and discharge complete the record. 

If all this has not been complied with, the record librarian 
should ask herself this serious question: “I am not getting 
results. What is the reason?” Find out what it is, and seek 
to eliminate it. Impress your staff with the idea that if the 
hospital makes rules, it is the duty of the record librarian 
to see that they are adhered to. The record is now finished 
as far as the doctor is concerned. Here again it is checked 
against the minimum requirements. If it meets all them, it 
is ready for filing; if not, it is tagged “incomplete,” and the 
doctor in question is called to complete the record. 

; Cross Indexing of Records 

Next cross indexing is carried out for identification by name 
in alphabetical arrangement; by disease classification accord- 
ing to some accepted nomenclature or terminology, together 
with complications, operations, and causes of death. This 
matter of classification has been the subject of discussion at 
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many conventions, so I shall pass over it lightly. But there 
is one thought which I should like to bring out here, in the 
hope that some additional light may be thrown on the sub- 
ject. Since there are so many different nomenclatures in use, 
and none generally accepted as a standard, may we not look 
for concerted action on the part of the American College of 
Surgeons in this regard? Incidentally, the Convention of 
Record Librarians, which met in Chicago last year, brought 
out this information with regard to nomenclatures; opinions 
were divided as to the best, some followed the Bellevue 
classification, others the International, others the Massachu- 
setts General, others Mercus Classification, others again Dr. 
Ponton’s. 

How, I should like to ask, shall we compare the work of 
the various other hospitals in the country? We have no com- 
mon ground on which to start, and until we have a better 
basis, comparison of work done in the different hospitals is 
impossible. Furthermore, all doctors do not put the same 
interpretation on results in the use, for example, of such 
words as, “improved,” “cured,” or “well.” These terms have 
altered meanings in the minds of various physicians. This 
again makes comparison impossible. While it is a very diffi- 
cult, laborious process to change from one classification to 
another, I feel certain that all record livrarians will be willing 
to make such a change, should they at any time be convinced 
that a new system really spells “progress.” We must forge 
ahead or we may get into a rut. 

There exists today a woeful lack of standardization in 
nomenclatures. This results in a waste of money, time, and 
labor, while the diversified methods and systems of com- 
piling statistical data preclude the possibility of any reliable 
comparison of the work of one hospital with that of another. 
As yet there is no intelligent solution of this apparently diffi- 
cult problem. Despite all that has been said, written, and 
done concerning the unification of hospital statistics, the sit- 
uation remains almost as chaotic as it has ever been. 

Uses of Case Records 

Of what use are Case Records? Do they really pay? 

The three most important functions of the records are: 
the medicolegal function, the educational and teaching, and 
the advancement of science through clinical research. Much 
of this work is handled through the cross index, hence its 
importance. A good record has saved the day for many a 
hospital and doctor, when that record was demanded for a 
court case. All hospitals could cite their experiences in this 
regard, and nothing gives as much satisfaction as a record, 
which when looked up for court is found complete in every 
detail. 

The record librarian has, as a rule, few joys in the record 
room, but this is one source of true joy. Here I might add 
that in an instance, one of our records won the day by hav- 
ing a good follow-up, which in our hospital becomes part of 
the patient’s record. This follow-up report was written by 
the patient herself and was completely at variance with the 
statement made by her in court. Needless to say, she lost the 
case. 

Active Record Department 

For educational, teaching, or research work one of the 
first requisites in the record room is speed in extracting the 
desired case or group of cases. Considerable detail is neces- 
sary to keep files and indices in order so that study and re- 
search are thereby facilitated. We are all familiar with Dr. 
MacEachern’s oft-repeated statement: “A record room should 
not be a cemetery where all your old records are buried and 
rest in peace. It should be an active place, where they are 
used to good advantage.” How little he realized the statement 
so often made and reiterated by the busy record librarian: 
“I wish the records were not quite so active here, at least 
just for a little while. The place always looks so disorderly 
there are so many volumes stacked on file cases with markers, 
awaiting the condensation of their material for scientific 
purposes.” 












UR problems! It seems to me they are all very much 
alike, whether our hospital be large or small, whether 
we have one part-time record librarian, or a whole staff with 
chief and record committee to enforce our injunctions.* 
Nevertheless, I would think the larger institutions have the 
advantage, since having more and full-time workers, these 
persons can put all their enthusiasm into one subject. How- 
ever that may be, this paper will deal with the problems of 
the smaller institutions, of less than 200 beds, as my experi- 
ence has been exclusively with these, as a part-time record 
librarian. 

Case Records Necessary 


It is needless to lay stress on the absolute necessity of com- 
plete case records in every sense of the word. I think all 
our institutions are now convinced of this, thanks to the 
efforts of the American College of Surgeons. With its little 
star always hovering in view, we now realize just how val- 
uable is the evidence of the efficiency of the medical service 
of the hospital, and even should the College discontinue its 
suggestions, I am certain that the records would continue 
to grow in importance. Now with the recently organized 
Association of Record Librarians, a new day seems to be 
dawning for that hitherto unknown and may I say, despised, 
department. The same question seems to be heard from all 
hospitals, “How can we coax, force, or frighten the doctors 
into completing their records”? 

In a small hospital in which the doctors with all their 
operations, must visit their patients and write their charts, 
it is indeed a problem. As a good beginning is half the battle, 
we insist that records be written from the time the patient 
arrives. The history and physical examination are written 
within 24 hours, usually the first morning after the patient’s 
arrival. Then the laboratory and X-ray reports are sent up 
promptly. A preoperative diagnosis with these preliminary 
findings, must accompany the patient to the operating room, 
or the doctor is refused the privilege of the rooms except, of 
course, in cases of emergency. The operative findings are 
written at once while they are still fresh in the mind of the 
operator. 

It may seem a little difficult to have all this done, but it is 
“A rule of the house” which in our hospitals seems to be a 
slogan, and by dint of eternal vigilance and by all the super- 
visors never allowing a slip of any kind to pass, the doctors 
acquire the habit even of writing histories promptly. The 
doctors themselves are much better satisfied also when their 
work is up to date. The librarian visits the floors twice a 
week and notes any delinquencies, and she calls them to the 
attention of the supervisor who sees that they are rectified 
promptly. By these means of keeping the histories up to date, 
very little is left to finish. 


Completion of Records 


The actual completion may be done either on the floors 
or in the record room. In small institutions where the libra- 
rian is doing only part-time work, it may be difficult for her 
to meet the doctors in the morning. Charity and codéperation 
in this respect show to best advantage, for each knowing the 
problems of the other, the supervisors have the histories com- 
pleted before sending them to the record room. That saves 
much time on the part of the record librarian. We do not 
insist that every record be completed before the patient 
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leaves, for in some cases that would be almost impossible 
with our busy doctors, who have much more to do than where 
there is a staff of interns. The physicians really deserve sym- 
pathy. We accommodate ourselves to the circumstances and 
sometimes wait a few days for a favorable opportunity. Then 
a pleasant smile, a comfortable chair, and the pen to hand, 
work wonders. Diplomacy pays much better than severity. 
We make a point to have all histories finished at least once 
a week. After checking in the record room if we still find 
something to correct, we return it to the floor and the super- 
visor has it completed. We have found this method very 
satisfactory. 

Importance of Good Records 


If the doctors do not see the importance of good records 
as perhaps some of the older ones may not, they must be 
taught. Here the record librarian shows her efficiency. Ex- 
tracts may be read at the staff meetings. We did this in the 
beginning. The doctors may be taken aside and the impor- 
tance of complete records tactfully explained. I have always 
found them very interested and willing to coéperate and it 
helps to mention “standardization.” 

The second method of completing the histories in the rec- 
ord room is perhaps more widely used, especially if the libra- 
rian is working full time. Where they are written is imma- 
terial, provided they are properly finished. One hospital gives 
this thought to me. Upon the discharge of the patient from 
the hospital, the chart is sent to the record room where it is 
inspected for missing data. Incomplete charts are kept sepa- 
rate, and a notation of the doctor who is responsible is placed 
on the back of the patient’s name card. The card is then filed 
alphabetically in the incomplete name-card file and the chart 
filed under the name of the physician responsible for finishing 
it. This method insures the availability of the record at all 
times. Staff physicians who make daily visits to the hospital, 
are notified of their delinquency by means of the “bulletin 
board” which should be conveniently placed either near the 
entrance of the hospital, or near the staffroom so that daily 
contact with the doctors may be possible. Should the doctor 
fail to respond, his attention is called to the matter by the 
record librarian. Doctors who are notably negligent in this 
respect may be checked up by the chairman of the record 
committee if such exists, or as in our hospitals by the Sister 
Superior. This is always a distinct advantage, as the doctor 
would not contradict, and we are always sure of support in 
anything that concerns the good of the hospital. If this is not 
effectual the extreme penalty of request for resignation from 
the staff is threatened, but this is very rarely necessary. 


A Record Committee 


A record committee where the staff is large enough is a 
most valuable aid. It generally meets once a month in con- 
junction with the record librarian, and the records are gone 
over. The committee having more authority than the simple 
librarian, may severely admonish staff members for their 
failure to complete records promptly or properly, and may 
even inflict a penalty if the case demands. For that very 
reason such a committee adds greatly to the morale of the 
record room. A censorship committee is also a distinct ad- 
junct. Only the chairman of this committee is known, and 
he selects the other members who are known only to the 
superintendent and chief of staff.1 This committee functions 
for the whole hospital. Doctors who do not respond to the 





1The policy of establishing ‘“‘secret committees’ is, for obvious reasons, 
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requests of the record committee are referred to the censor- 
ship committee. Records which indicate incompetence or dis- 
honest work are also referred to the censorship committee, 
which pursues investigations and, if necessary, demands the 
resignation of the doctor from the staff. In several hospitals 
such committees have done excellent work. 


Benefit of Staff Meetings 

We have found that the monthly staff meetings were also 
a great benefit. We post on the bulletin board all the defects 
in records included in the monthly analysis, and this is also 
read aloud. This gives an opportunity of calling the attention 
of the doctors to a decrease in the number of consultations, 
autopsies, etc., if such exists or to any other defect if such 
should be singled out. The doctors generally do not relish 
being reminded in public of their shortcomings and bear it in 
mind for the future. 

They cannot refuse to attend the meetings, for our by-laws 
provide that any doctor who misses three consecutive meet- 
ings, or five in the year, without good cause, is automatically 
dropped from the staff, must make a new application and be 
accepted again, before he can treat patients in the hospital. 
If doctors are absent from one meeting, their charts are held 
over until the next one. Thus they cannot escape the day 
of accounting. 

The Misericordia Hospital, of Philadelphia, has a very 
efficient method in the “rule of the house” which does not 
accept the discharge of a patient until the case record is com- 
pleted and signed. The office is notified when the patient is 
ready for discharge, and the nurse takes the chart to the 
record room where it is carefully checked back. If not prop- 
erly completed or signed the doctor is notified of the de- 
ficiencies. The patient, whether ward or private, is not dis- 
charged until the record is completed. Any inconvenience to 
the patient is the responsibility of the doctor. He knows 
when he made his last visit just when the patient is about 
ready to go home, and he knows the “rule of the house.” 
That is really an excellent plan which can be put into wider 
execution than it is at present. 


Stenographic Service Necessary 


It is found that adequate stenographic service is one of 
the best means of obtaining good records, thus allowing the 
doctor no excuse for neglecting this important duty. If it is 
difficult to add another stenographer to the payroll, the duties 
of these may possibly be combined and someone already on 
the office force might be able to assume the responsibility. 
It is of vital importance, however, that one person be respon- 
sible, and it is necessary that this person apply herself, and 
know what she wants from the doctors. She should be under 
the direct supervision of the record librarian and work in 
concert with her. 

Here I would like to say that training for the record 
librarian is not everything. She should have an adaptable and 
pleasing personality, be enthusiastic over her work, and really 
love it. She must have persistence which is never offensive, 
and a good supply of tact. For nowhere does “service with 
a smile” net bigger returns than in this department. 


Follow-Up 


When the record is reviewed, signed, and filed it is far 
from being complete. Now must come a follow-up that is 
an unbiased and fearless expression of the facts, regardless 
of whom it may affect. The need of a thorough follow-up 
is fundamental, for who can say that a patient is cured or 
even permanently improved on leaving the hospital after an 
important operation with a wound scarcely healed? Only time 
will tell whether his stay in our institution has been bene- 
ficial or not. 

We owe it to the patient himself to ascertain whether 
everything possible has been done for him. He has put him- 
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self under our care for that purpose and expects us to be 
responsible. It furnishes us also with a permanent health 
record for him, which may be consulted if he returns to our 
institution or enters another, or in case his physician should 
die or leave the country. 

We owe it to science to keep available for the physician 
who is doing research work all the information in regard to 
operations or special forms of treatment which have proved 
successful or are to be condemned, and we must be able to 
give correct and authoritative statistics as to end results. It 
may also be an aid in legal troubles of the future to protect 
the hospital authorities from unjust suits. Finally “follow-up” 
is a check on the doctor’s work, eliminating incompetent or 
dishonest workers. I know of two hospitals where this ex- 
pedient has proved most valuable. The doctors were forced 
either to leave the institution or to improve their methods. 

Obtaining Facts 

Now how may these facts be obtained? There are three 
methods generally in use: (1) sending questionnaires at reg- 
ular intervals; (2) giving cards to the patient on discharge 
specifying date of return visit, and’ (3) interviews by social- 
service workers. 

In our situation, since we have a small hospital in a sparsely 
settled district we have found the first method the most con- 
venient. We send out questionnaires to former patients at 
stated intervals. We have invented a little system of our 
own, which is very simple, takes little time, and has proved 
most satisfactory for the eight years we have been using it. 
It consists of a register in which the entries are made. 

When the records of the month are all collected and checked 
we select the major operative, obstetrical, and such other 
cases as may be deemed useful, or are asked for by the doc- 
tor. These are entered in the register with the patient’s name, 
address, attending physician, nature of disease, and dates of 
reports. For all ordinary cases, cards are sent out after three 
months, six months, and one year, but for cancer cases they 
are sent out six months, one year, and two years after opera- 
tion. These cards have a printed set of questions covering 
the operation or treatment. The patients are asked whether 
they are cured or improved, whether they have had other 
treatment or operation since, whether they can do their ordi- 
nary work, have gained or lost weight, and so forth. The 
cards are the size of an ordinary envelope with one blank 
side for further details. If the report of the patient’s health 
is not satisfactory we notify the doctor in charge, ask his 
advice, and write the patient counseling return to hospital, 
or give other advice as the case may be. If reported cured 
the case is closed. We have found that both the doctors and 
the patients greatly appreciate this service. As a rule, the 
reports are returned promptly with an average of 80-per-cent 
response. 

The second method which is more satisfactory since the 
patient reports personally, may be used in more thickly pop- 
ulated centers. On the patient’s discharge a card is given 
him with the date and clinic to which he is asked to report. 
This information is also entered on the discharge card which 
returns to the record room. The clerk here records the date 
upon a calendar card and sends a notice a few days before 
the expected report. The cards 2re sent to the clinics the day 
of report, and the examining doctor notes thereon his find- 
ings and the date of subsequent return if necessary, or marks 
the case as closed. These cards are also filed with the records. 

The third-method interview by the social-service worker 
is equally good, except that a nurse rather than a medical 
man visits the patient; however, the nurse may report to the 
physician anything unusual. It has the advantage of acquaint- 
ing the hospital personnel with the home surroundings which 
so often have a serious bearing on the patient’s recovery. 
Entries are also made on cards and attached to the case 
records. 
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Autopsies 
All records are not completed by a follow-up. There is 
a certain number which unavoidably or otherwise have a 
different ending. These also must be closed. Even though it 
be supposed that the cause of death is known, very often a 
post mortem reveals new information not suspected before. 
This information, too, is an aid to science since it gives exact 
knowledge of the after-effects of operations or treatments. 
The most important factor in securing a post mortem is 
the attitude of the attending physician. As consent can occa- 
sionally be obtained merely for the asking, the physician who 
does not secure any is obviously at fault. The first step in 
establishing post mortems is getting the physicians into such 
a frame of mind that they will desire autopsies. Another 
cause of the prevailing low percentage of autopsies is indiffer- 
ence on the part of the staff or the superintendent. The super- 
intendent who wants to suppress unnecessary and miscon- 
ducted surgical operations, soon learns the helpful influence 
of the post-mortem study. It would appear that the best way 


HE subject of records is very broad. It is a fact too 
well known to restate, except for emphasis, that the 
hospital record room is still in its evolutionary stage.* In fact, 
the very writing of the records themselves is not definitely 
settled, as there is still much conjecture as to what is, and 
what is not, essential to preserve in the record of a hospital 
case. However, it seems to be an established and accepted 
fact that there is a distinct advantage in unifying and cen- 
tralizing the records of the entire hospital. It is on this phase 
of hospital records, namely, the filing and preserving of them 
for ready reference and future use, that I have prepared this 
paper. I would not call this a discussion, but rather a com- 
ment, on the ways and means which the average 300-bed 
hospital may adopt for its record system in order to unify 
filing and make the material easily obtainable. 


Value of Case Records 

The importance of case records has been realized. I can 
well recall, in the case of our own hospital, how the work of 
the clinical and pathological laboratories, and to some extent 
even the X-ray, was considered superficial, and what findings 
these departments were requested to submit. These were con- 
sidered of importance only for the time being. Back records 
were seldom consulted, even when the same patient was re- 
admitted at a later date, so the need for an adequate filing 
system was little felt, and the various departments could 
easily keep records of the limited amount of work required 
of them. But now it is different. The doctors frequently 
refer to the hospital records in their subsequent treatment of 
a patient after his discharge, or on his readmission; they find 
it helpful to consult the findings and treatment of similar 
cases. All of this requires prompt and easy access to past 
histories and charts. 


Difficulties of Record System 
The chief reason why hospitals find difficulty in instituting 
an efficient and economic method of caring for hospital rec- 
ords is that they have been built without adequately con- 
sidering the problem, and the fault is fundamentally an archi- 
tectural one. Of course, buildings constructed within the past 
few years have made provisions for a conveniently located 
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to proceed to increase the number of necropsies is through 
the administrative agencies of the hespital, not by them 
directly, but rather indirectly, by influencing the physicians 
to obtain the permission. Those who have the confidence of 
the family are the ones most likely to receive consent. 

Coéperation with the undertakers is also necessary and 
often a kindly personal interview will clear up many difficul- 
ties. If the post mortem is done as soon as possible in order 
to give the undertakers time to prepare the bodies for burial, 
they are generally willing to do the extra work required for 
the sake of accommodating the medical profession. 

I will sum up in the words of Miss Frances Benson, that 
well-known worker who is doing so much to bring records up 
to what they should be: “In the final reckoning for the case 
records the doctor is held responsible, but the record depart- 
ment has to keep everlastingly at it, checking, reminding, 
cajoling, until the responsibility of necessity goes back through 
the record department or committee to the superintendent or 
board of trustees where it originally started.” 





record room, but the majority of our hospital buildings were 
constructed before the beginning of the last decade. In the 
case of our own hospital, the only provision made for rec- 
ords, at the time of construction, was a room reserved some- 
where for their storage. The office clerk placed what records 
the floors or departments submitted on the discharge or death 
of a patient in a large box alphabetized, and each box was 
labeled with the year to which it pertained. When a record 
was requested, the requisitioner gave the clerk the name of 
the patient and the approximate date of his hospital stay, 
and the papers were thus located. I believe that was the 
method most oi the smaller hospitals followed in the early part 
of the twentieth century. 

However, along with other institutions, we began to realize 
that a more efficient filing system had to be installed. Case 
numbers had been assigned the patients, since 1870, and these 
numbers had appeared on all the papers pertaining to the 
patient, but had never been incorporated into the filing sys- 
tem, where everything was based on the alphabet. The only 
available space we could consider for a record room was a 
very small room a short distance from the main office. There 
was room in the main office for the desk of the filing clerk 
and a limited number of files. 


Building a File System 


Filing cabinets sufficient to accommodate the records of 
the current year were placed in the main office near the filing 
clerk’s desk. In the small room mentioned, cabinets to ac- 
commodate the back years were placed. We began filing by 
case number and by years. Now, when a patient is admitted, 
the admitting clerk takes down all the necessary information 
on accounting cards, on a mimeographed form, and the case 
number is also marked on this form. The bedside card is 
immediately filled out and the heading of the personal history 
sheet; these are sent along with the patient. The admitting 
form then goes to the accounting clerk, who abstracts what 
information is necessary for setting up the account and enters 
the name in the register at the information window. The 
record clerk then receives the form, from which he makes 
his entry in the register. This includes case number, name, 
address, civil condition, religion, room or ward assignment, 
physician, as well as any other information of importance, 
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namely, whether it be a compensation case, etc. A check is 
also made on the register index to determine if the patient 
was ever in the hospital before, and if so, a reference is 
made to the previous history number. The patient’s name 
is then entered alphabetically in the index of the register. 

Each floor of the hospital has a central charting room or 
desk, where all records are kept numerically, according to 
room numbers. All reports pertaining to the patients, of work 
done by the laboratory, X-ray department, physical therapy, 
operating room, etc.; are sent to the desk on the floor where 
the patient is located, where they are copied on standard 
sheets 8'% by 11 inches, and inserted in the record. Every 
sheet in the record has the case number, patient’s name, and 
room number. The various departments also keep carbon 
copies of all reports, filed alphabetically for their own use, 
and as a check, in case a sheet should stray from the main 
record. I would mention that the X-ray films, of course, 
are not placed with the record, but a résumé of the findings 
is filed under the case number and a reference is made to 
the plate number, the film being returned to the X-ray de- 
partment for filing. 

When a patient goes home, or dies, the complete record 
is immediately sent to the accounting clerk, who closes his 
accounts and removes the name from the register at the in- 
formation window. It is then passed on to the record clerk 
who examines it to make sure that everything is complete 
and in order. The record clerk then presents it to the physician 
in charge, at the first opportunity, for completion and signa- 
ture. An entry is then made in the register covering the date 
of discharge, condition at the time of discharge, and diagnosis. 
The history is then filed according to case number, by year. 
A small card is then filled out with the patient’s name, case 
number, physician, etc., and diagnosis and condition at the 
time of discharge. This card is then filed according to 
diagnosis. 

Centralization an Asset 

From this it may be seen how we have developed a cen- 
tralized record system. Clinical records, personal history, 
laboratory, X-ray, everything pertaining to the patient is 
under his case number. When a doctor wishes to see the 
record, he can call for it either by the patient’s name, by case 
number, or by diagnosis. Of course, there is much room for 
improvement. One thing in particular we wish to change in 
the near future, and that is to have one complete alpha- 
betical index of all the registers, instead of a separate one 
for each year. 

In one of our hospitals where we have a rather extensive 
out-patient department, the records are kept in much the 
same way. A case number is used for the daily visit for 
treatment and, one card filed alphabetically has notations of 
the various clinics this patient has attended and the date of 
same. Cards covering first aid and emergency cases are filed 
alphabetically in the regular record room, by year. 

There is no doubt that the unit record system, whereby 
all records pertaining to a single patient are kept in a single 
file, is ideal. There may be some controversy as to whether 
it is best to file the histories by case number or by patient’s 
name, but this rests to a great extent upon the file clerk and 
the superintendent. 

Conclusion 

In conclusion, the advantages of the centralized record 
room may be summed up as follows: 

1) It saves time in locating the complete record of a hos- 
pital case. 

2) It centralizes, or definitely places, responsibility for the 
entire record of each patient; whereas otherwise, each depart- 
ment head would be responsible only for those under his 
jurisdiction. 
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ST. VINCENT’S SCHOOL OF NURSING FOR MEN 
NEW YORK CITY 


Brief History of St. Vincent’s Hospital 


HE St. Vincent’s Hospital in the City of New York is 
a well-known general hospital, offering valuable oppor- 
tunities for the education of nurses. 

In 1849 the hospital was founded by the Sisters of Charity 
of St. Vincent de Paul. The only other hospitals in the city at 
that time were the New York Hospital and Bellevue, the 
latter under city subvention. St. Vincent’s thus became the 
first free hospital in New York depending on voluntary con- 
tributions. The Sisters rented and furnished a building in 
East 13th Street which on November’1, 1849, was opened 
for the reception of patients. The conditions were most 
primitive, the Sisters patiently bearing the hardships. 

St. Vincent’s Hospital having outgrown the dimensions of 
its original building, an adjoining house was rented in 1852, 
but it soon became evident that larger and more suitable 
quarters would be required. In 1856 the main building of 
the present hospital on 11th Street was rented, and in order 
to equip it for its new purpose a fair was conducted at the 
old Crystal Palace, then on ground now covered by Bryant 
Park, under the auspices of the Catholic women of the city, 
the proceeds from this and a subsequent one netting the 
phenomenal sum of $45,000.. The 11th Street house was 
altered and two wings were added, the enlarged hospital being 
capable of accommodating 140 patients. To help finance the 
ever-increasing demand for free treatment, a department for 
the reception and maintenance of private patients was estab- 
lished in West 12th Street. The hospital was incorporated 
under the state board of charities in 1870 with the object of 
establishing an institution “for the care and treatment of the 
injured and sick of every creed, nationality, and color.” 

Today St. Vincent’s is a vast institution with the sunshiny 
wards on the 11th Street side being supervised with the 
same care as in former days. It is fully equipped with every- 
thing in the way of modern scientific invention, possesses 
model operating rooms, laboratory, X-ray, and physical-ther- 
apy departments. 

St. Vincent’s is extending its work still further by erecting 
an annex to the present institution, thereby affording in- 
creased facilities in every department, 250 additional beds, 
maternity and pediatric departments, and a larger dispensary, 
so necessary in this section of the city. 


The School of Nursing 


The nurses’ residence at 137 West 11th Street affords many 
opportunities to the student for a home and social life under 
careful supervision. Comfortable rooms, a reception room 
with radio, fiction, and reference libraries, as well as a hand- 
ball court, make it possible for the student to relax when off 
duty. Arrangements are being made for the use of a gymna- 
sium near by which should be an added attraction to many. 
A hostess gives the residence a homelike atmosphere notice- 
able both to students and their friends. 

Well-equipped classrooms for recitations and practical 
demonstrations are provided as well as a large auditorium 
for lectures. The St. Vincent’s Hospital School of Nursing 
for Men is registered by the board of regents of the state 
of New York, thus making it an officially recognized nursing 
school. Graduates are granted the license to practice as reg- 
istered nurses in the State of New York and in other states 
whose standards compare with those of New York, after 
passing the state-board examination. 

In the hospital which contains 370 beds and where nearly 
7,000 patients are treated annually, the students obtain prac- 
tical experience in the medical, surgical, genito-urinary serv- 
ices; operating rooms, laboratory, diet kitchen, and the numer- 
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ous clinics of the out-patient department, where over 8,000 
patients are treated during the year. All these departments 
are under the supervision of graduate nurses, who give the 
students bedside instruction and ward training. The diet 
kitchen is under the direction of a resident domestic-science 
graduate, who gives instruction in nutrition and cookery, and 
diet in disease, and conducts the practical classes. The op- 
erating rooms have competent supervisors in charge and the 
active ambulance service affords unusual opportunities for 
specializing in this branch of the work. 

A three-morths’ course in the nursing of mental diseases 
is provided through an affiliation with a hospital given to the 
care of such cases. The full course of instruction offered by 
St. Vincent’s Hospital School of Nursing for Men, covers a 
period of three years. As the hospital is conducted by the 
Sisters of Charity of St. Vincent de Paul, the atmosphere of 
the school is essentially Catholic, although there is no dis- 
crimination against the admission of non-Catholic students. 
Opportunities are afforded for attendance at daily Mass and 
reception of the sacraments. To Catholic and non-Catholic 
students, the beautiful hospital chapel is a very consoling 
feature of their daily lives. While non-Catholic students are 
always cordially welcome to attend the morning and evening 
devotions, this is not required of them. 


Requirements for Admission 


It is preferred that candidates for entrance into the school 
of nursing be between 18 and 30 years of age, although some 
exceptions are made. They must be in good health, and free 
from deformities. When possible, a personal interview is 
required. Students are admitted in February and September. 

All candidates for admission are required to make appli- 
cation in writing on blanks furnished by the school. With 
this application the following data are to be forwarded to 
the director: 

1. Personal letter and passport-size photograph of self. 

2. Two recommendations from responsible persons, one a 
clergyman, who have known the applicant for some time and 
can testify to the good moral character and qualifications of 
the individual requisite for this profession. 

3. Physician’s and dentist’s certificates (blank to be fur- 
nished by the school) testifying to the applicant’s sound 
health and unimpaired faculties. Applicants who have en- 
larged or diseased tonsils should have them removed before 
entering. 

4. Certificate of vaccination against smallpox, typhoid, and 
diptheria. 

5. Form E, application for qualifying certificate (blank 
form to be furnished by the school). This form must be filled 
out by the high-school principal, and returned by the appli- 
cant with a check or money order for one dollar made pay- 
able to the University of the State of New York. 


General Information 


During the probationary term, practical instruction in gen- 
eral nursing topics and nursing ethics is given, and the pro- 
bationer is assigned selected duties in the hospital after prac- 
tical drill in the classroom. This gives him the privilege of 
inspecting the hospital, and affords the school an opportunity 
of determining the physical and mental capacity of the pro- 
bationer for the profession of nursing. 

The director of the school of nursing decides as to each 
probationer’s fitness for the work and the propriety of retain- 
ing or rejecting him at the end of the preliminary term or 
at any time during its course. At any subsequent time, a 
student may be dismissed for misconduct, inefficiency, neglect 
of duty, or failure to develop qualities befitting the nursing 
profession. 
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DEDICATION OF THE NEW ST. ELIZABETH 
HOSPITAL, CHICAGO, ILLINOIS 


UNDAY, November 9, was a most happy and auspicious 

day for the Sisters and everyone connected with St. 
Elizabeth Hospital, for it marked the realization of long- 
cherished hopes and desires; namely, the dedication and 
formal opening of the new hospital. 

The program of the day began with a solemn high Mass in 
the beautiful hospital chapel. Celebrant of the Mass was Very 
Rev. Joseph Kenkel, C.PP.S., president of St. Joseph’s 
College, Rensselaer, Ind. At 2 p.m. Rt. Rev. J. B. Sheil, 
D.D., auxiliary bishop of Chicago, escorted by a large con- 
course of clergy, religious and secular, entered the chapel, 
while the Catholic Casino Male Chorus sang the Ecce Sacer- 
dos. The Rt. Rev. Bishop then gave an inspiring address in 
which he pointed out that the real significance of this event 
lies in the circumstance that this new hospital is just an- 
other manifestation of the spirit of Christian charity which 
is found only in the Church. He congratulated the Sisters 
upon their achievement and extended the good wishes and 
congratulations of His Eminence, George Cardinal Munde- 
lein, to the Sisters, doctors, and nurses. Thereupon, the 
dedicatory procession was formed under the supervision of 
Rev. Geo. Niekamp, C.PP.S., chaplain of the hospital. All 
priests took part in the procession, headed by Rev. Felician 
Wachendorf, C.PP.S., as cross-bearer, which wended its way 
to the new hospital. The large number of Venerable Brothers 
and Sisters of the various communities and the laity remained 
in the chapel, which was filled to its utmost capacity; even 
the corridors and stairways were thronged with visitors. After 
the return of His Lordship and his retinue to the chapel, 
Rev. Mathias Meyer, C.SS.R., delivered an eloquent sermon 
on the true spirit of Christian charity which pervades and 
animates our Catholic hospitals and the various communities 
of our nursing Brothers and Sisters. He gave a brief sketch 
of the founding and development of the community of the 
Poor Handmaids of Jesus Christ, whose members have charge 
of St. Elizabeth Hospital. The sermon was followed by 
Benediction with the Blessed Sacrament, given by Rt. Rev. 
Bishop B. J. Sheil. The jubilant strains of the hymn Holy 
God, We Praise Thy Name concluded the ceremonies. 

After the church services, the throng of visitors was con- 
ducted by graduate nurses on an inspection tour through the 
new building. Among the distinguished visitors present at the 
dedication were Dr. L. D. Moorhead, dean of the Loyola 
School of Medicine, and Hon. Michael Girten. In the evening 
a dinner was served to the visiting clergy, members of the 
medical and the surgical staff, and to the friends and patrons 
of the hospital. Mr. Wm. Runzel, chairman, introduced Dr. 
B. S. Milton, president of the staff, who was the toastmaster 
of the evening. Among the speakers were: Very Rev. Joseph 
Kenkel, C.PP.S., Rev. P. J. Mahan, S.J., Msgr. P. L. Bier- 
mann, Dr. W. C. Sanford, Hon. M. Girten, Mr. Christopher 
Gaul, and Miss Anna Gebhardt. At the conclusion, Rev. Geo. 
Niekamp, chaplain, expressed his thanks combined with those 
of the Sisters to all present for having by their presence given 
evidence of their interest in the welfare of the institution; 
also, to the various committees, to the members of the 
woman’s auxiliary, to the architects and the contractors; in 
short, to each and every one who, either directly or in- 
directly, contributed to the success of this vast undertaking. 
Thus ended a day which will be forever a memorable one 
in the annals of this institution. 


SKETCH OF ST. ELIZABETH HOSPITAL 


The old St. Elizabeth Hospital, erected in the year 1886, 
which had been enlarged in 1892, was becoming far too 
small to accommodate comfortably all those who sought 
admittance, and the need of a larger and modern building 
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ST. ELIZABETH HOSPITAL, CHICAGO, ILLINOTS 


became more and more imperative. Already in the year 1915 
the Sisters had decided to erect this new building, but the 
war intervened, and due to it and its consequent business 
depression, the project was abandoned. Finally, in 1928, when 
the situation became acute, the first steps toward building 
a new hospital were definitely taken. On October 3, 1929, 
with appropriate ceremonies, the ground was broken, and 
the following day, work was actually begun. In December 
the corner stone was laid, Rt. Rev. Msgr. P. L. Biermann 
officiating. The work was rushed, and the entire hospital with 
all equipment in place and functioning, was turned over to 
the Sisters exactly one year from the time work was begun, 
an unusual record for a building of this size and complexity 
of detail and finish. 

The building is of limestone, and at its highest point is 
twelve stories high. On entering the bronze doors, one is 
impressed with the absence of the cold formality that is 
always associated with the word “lobby”; for in this lobby, 


although simple in its arrangement, the atmosphere of a . 


living room in a home of refinement has been created. The 
floor is of terrazzo, the base of the woodwork is of black 
and gold imported marble. The walls are paneled in walnut, 
cut from a single tree, imported from Russia for the purpose. 
A beautiful marble statue of St. Elizabeth, set in a niche 
of the wall, attracts the eye as one enters. In the center of 
the lobby is the information desk; to the right is the office 
with an open grilled window. Three high-speed elevators are 
ever ready for service. To the left of the lobby is the simple 
but dignified reception room, with plain modern molding and 
a delightful color scheme. The offices, pharmacy, laboratories, 
X-ray, physical-therapy departments, and emergency room 
are to the right of the lobby, the whole forming a spacious 
out-patient group. The switchboard and the various calling 


systems for nurses, doctors, and Sisters, and the doctor’s in- 
and-out registry board are located in a room immediately 
adjoining the main office. Passing through the main corridor 
to the rear one enters the culinary wing. Here are located the 
extensive kitchens with their perfect equipment and the 
latest mechanical devices, insuring convenience to the workers 
and a saving of labor; the main diet kitchen, the storage 
refrigerators, and the bakery. 


Beautiful Modern Equipment 


The second to the eighth floors, inclusive, comprise the 
patients’ rooms. The second and third floors are medical 
floors, the fourth is the maternity floor, and the fifth, sixth, 
seventh, and eighth are surgical floors. The patient usually 
judges the hospital somewhat by the room he occupies, and, 
therefore, no effort has been spared to make the rooms as 
attractive, pleasing, restful, and homelike as possible. Every 
room is provided with a toilet and lavatory, and a consider- 
able number are provided with a bath. Among the pleasing 
features of these rooms are the colored-tile bathrooms with 
colored fixtures and modern Venetian mirrored medicine 
cases; also, the new type of copper cabinet radiation. Each 
room is provided with a radio; and a dual temperature control 
which maintains a delightfully determined temperature dur- 
ing the daytime and a lower temperature at night. 

The fourth floor contains the nursery, a large room with 
a capacity of 50 bassinets. Large double-glazed windows open 
on the corridor so the visitors may see the babies without 
entering the nursery. 

The obstetrical and surgical department occupy the ninth 
floor. The former consists of three delivery rooms, three 
labor rooms, one prenatal room, scrub-up and sterilizing 
rooms, and a waiting room. Four major operating rooms, two 
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of them provided with clinic balconies, four minor operating 
rooms, a large workroom, sterilizing room, instrument room, 
doctors’, nurses’, and Sisters’ rooms, cart rooms, etc., con- 
stitute the surgical department. 

Tower and Roof Garden 

The tenth story is the beginning of the tower. It contains 
the main solarium, a room 40 by 70 feet; and a smaller 
room, 20 by 40 feet, to be used as a card and smoking room 
for convalescing patients. Adjoining the solarium is a roof 
garden. This as well as the solarium is furnished with card 
tables, reading lamps, lounging chairs and other equipment 
conducive to the comfort of the convalescent. 

The eleventh floor is completely taken up with the helio- 
therapy deck, a room for sun treatment. It is lighted by huge 
skylights and all the glass in the room is of a type which 
permits the passage of ultra-violet rays. The twelfth floor is 
the elevator penthouse. 

The architects of the building were the widely known Her- 
mann and Christopher Gaul. 


MERCY HOSPITAL, NEW ORLEANS, LOUISIANA 
HISTORICAL SKETCH 
Sister Mary Evangeline, R.N. 
ARALLEL with the growth of the Crescent City of the 
South this, the first Mercy Hospital in Louisiana, has 
attained by rapid strides its present splendid position. It is 
easily accessible to all parts of the city and thoroughly 
equipped with the best methods and appointments. The staff, 
surgical and medical, is acknowledged to be unsurpassed. In 
connection with Mercy Hospital there is a splendid school 
of nursing, and a free clinic under the direct supervision of 
the Sisters of Mercy. In 1923, through her generosity and 
love of the sick, Mrs. Leonce M. Soniat purchased the site 
and building formerly known as St. Simeon’s Select School 
for the sum of $100,000 and turned it over to the Sisters of 
Mercy who converted and equipped these buildings into a 
general hospital. On March 19, 1924, the hospital was opened 
to receive patients with a capacity of 64 beds, operating 
rooms, sterilizers, pathologic and radiologic departments. In 
1925, Mercy Hospital was fully approved by the American 
College of Surgeons and graded as a “Class A” hospital. In 
1927, owing to the continuous demand for more beds the 
first unit of the future Mercy Hospital was erected and com- 
pletely equipped at a cost of $250,000 bringing the hospital 
to a bed capacity of 125. This unit was devoted to the follow- 
ing general purposes: Small wards, luxurious private rooms, 
cafeteria for the students with conditions as nearly sanitary 
as clever experts can make them and with heating and 
ventilating details which call forth encomiums from the 
visiting physician. 
Historical Data 
With the hospital from the beginning in the hands of the 
most efficient medical and surgical staff of the South, new 
methods were at once adopted. Thus it was that modern and 
high-class technique and asepsis was absolutely necessary, 
and to effect these results woman’s aid was requisite. The 
Sisters alone could not cope with the great work, so in August, 
1925, the school of nursing was organized to educate young 
ladies in the art of nursing. A charter was secured from the 
state. A three-years’ course with four months’ probation was 
adopted. The school of nursing having advantage of practical 
experience with a course of instruction of the highest order 
with the admission requirements of a four-year high-school 
course has been most successful as has been attested by the 
fact that its nurses are in constant demand. The hospital and 
school are registered with the state department of registra- 
tion and education to which it is subject in matters of in- 
struction and admission requirements. All graduates take the 
state-board examination, in order to become registered nurses. 
Up to present date there are 45 in number registered who have 
been graduated and a class of sixteen will be graduated in 
May, 1931. 
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Nurses’ Home 
The building on the hospital grounds on the corner of 
Thalia Street was the nurses’ home, but it was not large 
enough to accommodate the number of nurses needed for 
the growing hospital. In 1929 a new home was built to house 
72 nurses. Comfort, pleasure, and utility mark the plan of 


the nurses’ home. Summary 


The hospital and school of nursing are recognized by the 
State of Louisiana as a “Class A” hospital and school. The 
daily average of patients in the hospital numbers 80. The 
number of patients treated in the clinic during 1929 was 
11,394. There are 125 hospital beds and 30 bassinettes. The 
surgical department occupies four rooms; the maternity 
department has two birthrooms. The pathologic department 
has a well-equipped laboratory. The radiologic department is 
equipped with stationary and portable X-ray machines. 


ANNUAL CONGRESS ON MEDICAL EDUCATION, 
MEDICAL LICENSURE, AND HOSPITALS 
Auspices of 
The American Medical Association 
February 16, 17, and 18, 1931 
Palmer House, Chicago 
Monday, February 16 
9:30 a. m.: Care of Mentally Ill 
W. M. Encuisu, M.D., Presiding 
President of the American Psychiatric Association, Brockville, Ont 
Mental Health as a National Problem—Hon. Ray Lyman Wilbur, 
M.D., Secretary of the Interior, and Chairman, Council on 
Medical Education and Hospitals, American Medical Associa 

tion, Washington, D. C. 

Federal Activities in the Care of the Mentally Ill— Walter L. 
Treadway, M.D., Assistant Surgeon General, Division of Men- 
tal Hygiene, U. S. P. H. S., Washington, D. C. 

State Institutions and Their Relation to Medicine in General - 
Samuel W. Hamilton, M.D., Bloomingdale Hospital, White 
Plains, N. Y. 

2:00 p. m.: Mental Hygiene 
Witt A. Wurrte, M.D., Presiding 
Superintendent, Saint Elizabeth’s Hospital, Washington, D. C 

Réle of the State Hospital in Mental Hygiene — J. Allen Jackson, 
M.D., Superintendent, Danville State Hospital, Danville, Pa. 

Réle of Community Clinics in Mental Hygiene — George S. Ste- 
venson, M.D., Director, Division on Community Clinics, The 
National Committee for Mental Hygiene, New York. 

Child Guidance Clinics— Lawson G. Lowrey, M.D., Director, 
Institute for Child Guidance, New York. 

Discussion — Charles W. Stone, M.D., President, Ohio State Med- 
ical Association, Cleveland. 

2:00 p. m.: Medical Education 
Henry S. Houcuton, M.D., Presiding 

Dean, State University of Iowa College of Medicine, Iowa City 

The Present Trend of Medical Education — Charles P. Emerson, 
M.D., Dean, Indiana University School of Medicine, Indian- 
apolis. 

The Significance of Present Entrance Requirements — Wilburt C. 
Davison, M.D., Dean, Duke University School of Medicine, 
Durham, N. C. 

A Possible Remedy for the Present Depression in Pharmacology — 
Paul D. Lamson, M.D., Professor of Pharmacology, Vanderbilt 
University School of Medicine, Nashville. 

Methods of Examining Students in Europe — Willard C. Rap- 
pleye, M.D., Director of Study, Commission on Medical Edu- 
cation, New Haven, Conn. 

Discussion —H. von W. Schulte, M.D., Dean, Creighton Uni- 
versity, College of Medicine, Omaha. 

Tuesday, February 17 
9:30 a. m.: The Teaching of Psychiatry 
Apotr Meyer, M.D., Presiding 
Psychiatrist-in-Chief, Johns Hopkins Hospital, Baltimore 

Some Present-Day Trends in the Teaching of Psychiatry — Frank 
lin G. Ebaugh, M.D., Director, Colorado Psychopathic Hospital, 
Denver. 

The Training of the Specialist in Psychiatry —C. Macfie Camp 
bell, M.D., Director, Boston Psychopathic Hospital, Boston. 

Psychiatry and the General Practitioner—H. Douglas Singer, 
M.D., Professor of Psychiatry, University of Illinois College of 
Medicine, Chicago. 

Discussion — A. M. Barrett, M.D., Professor of Psychiatry, Uni 
versity of Michigan. Medical School, Ann Arbor. 

9:30 a. m.: Medical Education (Cont.) 
E. P. Lyon, M.D., Presiding 
Dean, University of Minnesota Medical School, Minneapolis 
The Continuous Session Plan — B. C. H. Harvey, M.D., Dean of 
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Medical Students, Graduate School of Medicine of the Ogden 
Graduate School of Science, University of Chicago, Chicago. 
The Preceptor System Plan — Llewellyn R. Cole, M.D., Graduate 
Hospital of the University of Pennsylvania Graduate School of 

Medicine, Philadelphia. 

A Plan for Training the Medical Student in General Practice — 
Harry E. Kaplan, M.D., Stockton, Calif. 

Deficiencies in the Teaching of Surgery —W. T. Coughlin, M.D., 
Professor of Surgery and Director of the Department of Sur- 
gery, St. Louis University School of Medicine, St. Louis. 

Discussion — Raleigh R. Huggins, M.D., Dean, University of 
Pittsburgh School of Medicine, Pittsburgh. 


9:30 a. m.: Federation of State Medical Boards 
MepicaL EpucaTION AND LICENSURE 
Cuartes B. Prvxuam, M.D., Presiding 
President, Federation of State Medical Boards of the United States, 
Sacramento, Calif. 

Responsibility of Medical Schools to Registration and Licensure — 
Burton D. Myers, M.D., Chairman, Executive Council, Associa- 
tion of American Medical Colleges, Bloomington, Ind. 

Licensure of Foreign Medical Graduates in the United States — 
Willard C. Rappleye, M.D., Director of Study, Commission on 
Medical Education, New Haven, Conn. 

State Board Examinations — William Jepson, M.D., Chairman, 
Iowa State Board of Medical Examiners, Sioux City. 

Discussion — J. Stewart Rodman, M.D., Medical Secretary, Na- 
tional Board of Medical Examiners, Philadelphia; G. M. Wil- 
liamson, Secretary, North Dakota State Board of Medical 
Examiners, Grand Forks; J. H. J. Upham, M.D., Member, Ohio 
State Medical Board, and Dean, Ohio State University, College 
of Medicine, Columbus. 


2:00 p. m.: Hospital Problems 
Lewis A. Sexton, M.D., Presiding 
President, American Hospital Association, Hartford, Conn. 

The Hospital, Medical College, and Intern—A. C. Bachmeyer, 
M.D., Superintendent, Cincinnati General Hospital, Cincinnati. 

The Hospital Training of Interns —H. L. Foss, M.D., Surgeon- 
in-Chief, George F. Geisinger Memorial Hospital, Danville, Pa. 

Right of Hospitals to Bar Cultists — Thomas V. McDavitt, LL.B., 
Bureau of Legal Medicine and Legislation, American Medical 
Association, Chicago. 

Discussion — Fred G. Carter, M.D., Superintendent, Ancker Hos- 
pital, St. Paul. 

2:00 p. m.: Graduate Medical Education 
C. C. Bass, M.D., Presiding 
Dean, Tulane University of Louisidna School of Medicine, 
New Orleans 

The Preliminary Education of the Clinical Specialist — William J. 
Mayo, M.D., Mayo Clinic, Rochester, Minn. 

Some “Whats” and “Whys” in Graduate Medical Education — 
G. H. Meeker, Sc.D., Dean, University of Pennsylvania Grad- 
uate School of Medicine, Philadelphia. 

Extension Courses for Rural Physicians — Joe P. Bowdoin, M.D., 
Deputy Commissioner, State Board of Health, Atlanta, Ga. 

The Future of Graduate Medical Education in the United States 
— James S. McLester, M.D., Member, Council on Medical Edu- 
cation and Hospitals, American Medical Association, and Pro- 
fessor of Medicine, University of Alabama School of Medicine, 
Birmingham. : 


2:00 p. m.: Federation of State Medical Boards 
State Boarp PROBLEMS 
Cuartes B. PinkuaM, M.D., Presiding 
President, Federation of State Medical Boards of the United States, 
Sacramento, Calif. 

The Basic Science Law in Wisconsin— J. Gurney Taylor, M.D., 
Member, Wisconsin State Board of Medical Examiners, Mil- 
waukee. 

Nonmedical Directors of State Departments of Public Welfare 
and Licenses—H. J. Lehnhoff, M.D., Secretary, Nebraska 
Board of Medical Examiners, Lincoln. 

Who Shall Be Permitted to Continue the Practice of Medicine ? — 
F. C. Warnshuis, M.D., Secretary, Michigan Board of Registra- 
tion in Medicine, Detroit. 

Discussion —I. D. Metzger, M.D., President, Pennsylvania Board 
of Medical Education and Licensure, Pittsburgh; Henry M. 
Fitzhugh, M.D., Secretary, Maryland Board of Medical Exam- 
iners, Baltimore; William Whitridge Williams, M.D., Secretary, 
Colorado Board of Medical Examiners, Denver. 

Executive Session of the Federation of State Medical Boards, 
4:00 P. M. 

Wednesday, February 18 
9:30 a. m.: The Teaching of Pediatrics 


Isaac A. Ast, M.D., Presiding 
Professor of Pediatrics, Northwestern University Medical School, 
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The Present Status of Pediatrics Teaching in Medical Schools -— 
Bordon S. Veeder, M.D., Professor of Clinical Pediatrics, Wash- 
ington University School of Medicine, St. Louis. 

The Position of Pediatrics in Medicine and Medical Teaching — 
Clifford S. Grulee, M.D., Professor of Pediatrics, Rush Medical 
College, Chicago. 

What Constitutes a Complete Department of Pediatrics in a 
Medical School— A. Graeme Mitchell, M.D., B. K. Rachford 
Professor of Pediatrics, University of Cincinnati College of 
Medicine, Cincinnati. 

Discussion — Joseph Brennemann, M.D., Children’s Memorial Hos- 
pital, Chicago. 


9:30 a. m.: Federation of State Medical Boards 
Mepicat REGISTRATION AND LAw ENFORCEMENT 
Haroitp Rypins, M.D., Presiding 
President-Elect, Federation of State Medical Boards of the 
United States, Albany, N. Y. 

Relation of the Organized Profession to Medical Registration and 
Enforcement — Walter F. Donaldson, M.D., Member, Council 
on Medical Education and Hospitals, American Medical Asso- 
ciation, and Secretary, The Medical Society of the State of 
Pennsylvania, Pittsburgh. 

The Control of the Unlicensed Practitioners — Hon. Sol. Ullman, 
Deputy Assistant Attorney General of New York, Albany. 

The American System of Medical Registration and Licensure — 
H. M. Platter, M.D., Secretary, Ohio State Medical Board, Co- 
lumbus. 

Medical Service in Kentucky — J. S. Chambers, M.D., Professor 
of Hygiene and Public Health, University of Kentucky, Lex- 
ington. 

Discussion — Arthur T. McCormack, M.D., Secretary, Kentucky 
State Board of Health, Louisville; Thomas J. Crowe, M.D., 
Secretary, Texas Board of Medical Examiners, Dallas; John R. 
Neal, M.D., Member Professional Committee, Department of 
Registration and Education of the State of Illinois, Springfield; 
Mr. F. M. Frist, Attorney, Minnesota State Board of Medical 
Examiners, St. Paul. 


9:30 a. m.: American Conference on Hospital Service 
CONVALESCENT CARE 
Harry E. Mock, M.D., President, Presiding 

Survey of Convalescent Care in the United States—E. H. 
Lewinski-Corwin, Ph.D., Chairman, Committee on Convalescent 
Care, American Conference on Hospital Service. 

Possibilities for Nursing Service in Convalescent Care — Miss 
Mabel Binner, Superintendent, Children’s Memorial Hospital, 
Chicago. 

Report of Committee to Study Possibilities for Convalescent Care 
in Chicago — Doctor James A. Britton, Chairman, Chicago. 

Discussion — John A. Lapp, LL.D., Professor of Social Science, 
Marquette University, Milwaukee; Miss Sophia Potgieter, Su- 
perintendent, Country Home for Convalescent Children, Prince 
Crossing, Ill.; Charles A. Elliott, M.D., Professor of Medicine, 
Northwestern University Medical School, Chicago; Miss Edna 
L. Foley, Superintendent, Visiting Nurse Association of Chicago; 
Mr. Samuel A. Goldsmith, Executive Director, Jewish Charities 
of Chicago; Golder L. McWhorter, M.D., Assistant Clinical 
Professor of Surgery, Rush Medical College, Chicago. 


2:00 p. m.: Joint Session With the Section on Physical Therapy 
of the American Medical Association 
Mayor-GeneraL Merritte W. Irevanp, M.D., Presiding 
Physical Therapy and the Teaching Hospital — Charles O. Mo- 
lander, M.D., Assistant Professor of Physical Education, Uni- 
versity of Chicago, Attending Physical Therapist, Michael Reese 

Hospital, Chicago. 

Occupational Therapy — William Rush Dunton, Jr., M.D., Johns 
Hopkins Medical School, Baltimore, Md. 

Rehabilitation and Convalescent Care — E. H. Lewinski-Corwin, 
Ph.D., Executive Secretary, Committee on Public Health Rela- 
tions, New York Academy of Medicine, New York. 

Discussion — Harry E. Mock, M.D., Associate Professor of Sur- 
gery, Northwestern University Medical School, Chicago; John 
Coulter, M.D., Professor of Physical-Therapy, Northwestern 
University of Chicago; Nathaniel Allison, M.D., Professor of 
Surgery, in charge of Orthopedics, University of Chicago; 
Beveridge Moore, M.D., Assistant Professor of Orthopedic 
Surgery, Northwestern University Medical School. 

Organizations in the Congress 
Participating in the Congress will be the Council on Medical 

Education and Hospitals of the American Medical Association, 

the Federation of State Medical Boards, and the American Con- 

ference on Hospital Service. - 
The Central Council for Nursing Education will hold an insti- 
tute for lay boards of hospitals and public health nursing organ- 

izations, on Tuesday, February 17. 
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French Hospital, 
New York City. 
Architects: Crow, 
Lewis & Wick. Gen- 
eral Contractors: 
Geo. A. Fuller Co. 
At the top of the 
page note the model 
ward with modern 
cubicles and a 
modern floor of 
brown Sealex Battle- 
ship Linoleum. 
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.... With Luxury 


as a by-product 


The French Hospital knew what it wanted in 
floors — utility! It got all-round utility in Sealex 
Battleship Linoleum. 

This heavy-duty floor has “battleship” dura- 
bility. The Sealex Process seals what would be dirt- 
absorbing pores in ordinary linoleum, making it 
sanitary and easy to clean. 

Sealex Linoleum has also a luxury side. It is 
resilient—conserves the energy of the hospital staff. 
It is quiet—kind to the nerves of fretful patients. 
It is obtainable in a variety of colors and patterns. 

These features, coupled with the fact that it is 
economical to buy and to maintain, make Sealex 
Linoleum the ideal floor-covering for hospitals. 


CONGOLEUM-NAIRN INC. * KEARNY, NEW JERSEY 


SEALE X 


LINOLEUM FLOORS 


Bonvep F oors are floors of Sealex Linoleum and Sealex Treadlite 
Tile, backed by a Guaranty Bond issued by U.S. Fidelity & Guaranty Co. 
They are installed by Authorized Contractors located in principal cities. 
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JUBILEE, ST. MARY’S HOSPITAL 
Jefferson City, Mo. 

WENTY-seven years ago, the sick of Jefferson City, 

Mo., had no facilities for their proper care and had to 
be taken to neighboring cities for treatment. In view of this 
compelling need, Rev. O. J. Hoog (later monsignor) ap- 
prdached Mother M. Seraphia, mother general of the Sisters 
of St. Mary at that time, with a plan for a hospital, and the 
project developed into a reality. On May 8, 1903, the corner 
stone of St. Mary’s Hospital, Jefferson City, Mo., was laid 
by Rt. Rev. Msgr. Hoog, V.G., followed with a formal dedica- 
tion on October 18, 1905, by Most Rev. Archbishop John 
J. Glennon. During the “flu” epidemic in 1918, the Sisters 
at St. Mary’s Hospital cared for 145 cases. 

Fire threatened to destroy the edifice twice and finally 
succeeded in ruining the interior entirely on February 20, 
1919. The reconstructed hospital was dedicated on May 31, 
1920, with a solemn open-air Mass celebrated by Archbishop 
Glennon. The new St. Mary’s is a fireproof structure of 
modern construction. In 1928, a children’s free clinic and 
a maternity department were opened. Since the establish- 
ment of the clinic, about 1,000 children have received medical 
treatment. A $10,000 addition to the annex has just been 
completed, providing space for dormitories and enlarged 


laundry and boiler-room quarters. This is the short but highly 


successful history of a pioneer hospital during the past 25 
years. At present, Sister M. Benedicta is superior of St. 
Mary’s 

The jubilee program opened November 25, 1930, with the 
celebration of solemn high Mass by Rt. Rev. Msgr. J. 
Selinger, in the hospital chapel at ten o'clock. Archbishop 
Glennon was in attendance. The sermon was delivered by 
Rt. Rev. Msgr. Wm. Keuenhof, V.G., and Benediction was 
given, following the Mass, by Rev. J. B. Pleus. Music at 
the services was provided by St. Peter’s choir, under the 
direction of Professor O. M. Sanky. Dinner was then served 
to the clergy at twelve-thirty. In the evening, festivities were 
resumed with a reception at six o'clock. Refreshments, musical 
selections, and addresses composed the program. 


HOSPITAL OF ST. JOHN OF GOD, 


PARTS, FRANCE 


The officers of the staff at St. Mary’s Hospital are: Pres- 
ident, Dr. Stanley P. Howard; vice-president, Dr. J. A. Hill; 
secretary-treasurer, Dr. J. G. Bruce. In addition, there is an 
active staff of seventeen physicians in attendance and an 
executive committee of three. 

It is interesting to note that out of a total of 13,283 
patients cared for at St. Mary’s Hospital from June, 1905, 
to December 29, 1929, 2,654 were free patients and 1,343 
part-pay patients; 4,875 were Catholics and 8,355 non-Cath- 
olics. 

Nurses’ Home Opened 


The opening of the new home for nurses at Mercy Hos- 
pital, Janesville, Wis., was held January 10. The new build- 
ing, erected at a cost of approximately $80,000, provides quar- 
ters for all nurses at the hospital, which it adjoins, and also 
contains classrooms and recreation and living rooms for 
employees. 

(Continued on Page 28A) 


STAFF, HOSPITAL OF ST. JOHN OF GOD 





This hospital, at which 
Marshal Joffre died, 
Religious 
John 


is in 
charge of the 
Hospitallers of St. 
of God. 

Rev. Father Belsoeur, 
who administered the last 
Marshal 
seated, 


sacraments to 
Joffre, is shown 
wearing the biretta. 

The pictures were sup- 
plied by the Religious 
Hospitallers at Montreal, 
Canada. 


ut 
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THE PROFESSION RENDERS ITS VERDICT ON THE VICTOR SHOCK PROOF 
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These photos of a Model “B” 
Shock Proof X-Ray Unit show 
how one Coolidge tube serves 
for all positions in radiography 
and fluoroscopy, both under 
and over the table. The same 
flexibility is realized with the 
table in vertical and angular 
positions. 

















“I Cannot Praise 


The Victor Shock Proof Enough” 


perfect. Uniformity in radiographic re- 
sults is certain, together with remark- 
able clarity and beautiful contrast. 
One can undertake with assurance 
lateral spine and all abdominal work, 
and can do fine chest work with flash 
exposure. The unit is shock-proof and 
with reasonable care should last a life- 
“I cannot praise the Victor Shock time.” 
Proof enough. As a piece of mechani- A full appreciation of the Victor 
cal construction, it is a delight. Quick This insulated low voltage Shock Proof and its significance may 


and responsive to every change in posi- —s Re omer be gained through reading an illus- 






“PT HIRTY-THREE years ago I in- 

stalled an x-ray machine, then 
largely out of curiosity,” writes a Min- 
neapolis physician. “The Victor Shock 
Proof is my sixth installation and I 
would not change it for any other 
x-ray machine of the present time. . . . 














tion, anyone can operate it... to one lll high tension parts are trated brochure we have prepared. 
situated as I am this outfit is well-nigh ae 4 M —™ Won't you write for a copy today? 








GENERAL @ ELECTRIC 
X-RAY CORPORATION 


2012 Jackson Boulevard Chicago, IIl., U.S.A. 
I FORMERLY VICTOR \\\S_X-RAY CORPORATION 


Join us in the General Electric program broadcast every Saturday evening over a nationwide N. B. C. network 
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A new synthetic 
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of startling potentialities 


Completely eliminates the putrefactive flora 


of the intestines 


ESEARCH has developed an 
entirely new intestinal antisep- 
tic which completely destroys the 
putrefactive flora of the intestinal 
tract with great certainty and regu- 
larity . . . which possesses over 100 
times the bactericidal power of phe- 
nol at body temperature and 
which is non-toxic in therapeutic 
doses! 
This remarkable chemical is DI- 
HYDRANOL. 
DI-HYDRAN OL is absorbed 
from the intestines only to a small 
extent; it therefore exerts its full 
germicidal activity throughout the 


DI-HYDRANOL ( 


2-4 dihydroxypheny! 
n-heptane 


entire 

alimen- 

tary Ca- 

nal. In 

passing 

through the canal it destroys the putre- 
factive bacteria through a highly selec- 
tive bactericidal action. 

In a series of controlled tests it was 
proved that DI-HYDRANOL elimi- 
nated completely the putrefactive or- 
ganisms of the intestines in every case 
in from two days to an extreme of forty- 
one days. 

A booklet with more information will 
be sent upon request. 


) SHARP & 


PHILADELPHIA 


HME 


BALTIMORE 


DO 





(Continued from Page 26A) 
A SILVER JUBILEE 
A reception and silver tea were given at St. Edwards Mercy 
Hospital, Fort Smith, Ark., by the Senior and Junior Guilds 
of the hospital for the purpose of celebrating the Silver Ju- 
bilee of the Institution. St. Edwards Mercy Hospital was 
opened 25 years ago, December 4, 1905, amidst difficulties 
which could be surmounted only by love for suffering human- 
ity. Realizing the amount of good to be accomplished by 
means of a hospital, the Sisters of Mercy remodeled their 
convent building to suit hospital purposes. It made an ideal, 
attractive institution of colonial style, with a capacity of 40 
beds. 


ST. EDWARD'S MERCY HOSPITAL, 


From the outset, the infirmary as it was then called, was 
well patronized, so much so, that a new and more up-to-date 
structure became a necessity. Through the efforts of the 
friends and patrons of the hospital a new St. Edwards be- 
came a reality, in 1923. It has a capacity of 115 beds and 
cost $250,000. 

Casting a retrospective glance upon the 25 years of its 
existence, the Sisters are filled with deepest gratitude to God 
and toward all those instrumental in the development of St. 
Edwards Mercy Hospital. The attending physicians have left 
nothing undone to further the interests of the hospital, as is 
evident from its present remarkable efficiency. They have 


(Continued on Page 30A) 


FORT SMITH, ARKANSAS 
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The “Puritan Maid Trade Mark” in Anesthetic 
gases and equipment is the hall mark for purity 
= and efficiency of service. The easy working and 

NITROUS OXID * non-leaking valves in our cylinders, together with 
: ? their easy differentiation by a complete and stand- 
ETHYLENE op ard color over the entire cylinder, complement the 
.- prompt service we render from all our points of op- 

OXYGEN $3 eration. “Puritan Maid” gases are indorsed by all the 
CARBON DIOXID leading manufacturers of anesthetic machines. We 
re assist doctors in finding anesthetists of ability, and, 


PERCENTAGE ey correspondingly, anesthetists in finding positions. 


MIXTURES OF ie We also offer Anesthetic Gas Machines, Pressure 
:. ae Reducing Regulators, Bedside Stand Inhaling Out- 
CARBON DIOXID > ; fits, Oxygen Tents, Resuscitation Apparatus, and 


AND ee S Bronze Memorial Tablets. 
OXYGEN = ae KANSAS CITY OXYGEN GAS CO. 


c % ee BALTIMORE, MD. KANSAS CITY, MO. 
_ bo : “. Race and McComas Sts. 2012 Grand Ave. 
a CHICAGO, ILL. CINCINNATI, OHIO 
1660 S. Ogden Ave. 6th and Baymiller Sts. 
ST. PAUL, MINN. ST. LOUIS, MO. 
810 Cromwell Ave. 4578 Laclede Ave. 
BOSTON, MASS. DETROIT, MICH. 
Cambridge Station—60 Rogers St. 455 Canfield Ave., E. 





a 





KANSAS CITY OXYGEN GAS COMPANY 
| (Mfr's. “Puritan Maid” Gases) 
| KANSAS CITY, MO. 
| Kindly send me the following information >— 
(J Name and address of the nearest hospital teaching clinic. 
| (J Name and address of the nearest professional anesthetist 


offering instructions. 
l Any other information desired. 
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For Humanity’s Sake 
- - and the Surgeons! 


Since Operay Multibeam gives clearness of vi- 
sion, without bothersome shadows or glare, and 
always puts the light where it’s needed, regard- 
less of the position or depth of cavity, it is nec- 
essary to have at least one in every hospital. 


Famous surgeons use and rec- 
ommend it over all others. 
Lists of hospitals having 
Operay are lengthening rap- 
idly. In the interests of hu- 
manity and the protection of 
patient and surgeon, learn 
about this unit now. 


Write for complete details. 


OPERAY LABORATORIES 


7923 South Racine Chicago 


“Flexible as a Flashlight” 


OPERAY 
MULTIBEAM 
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(Continued from Page 28A) 


given most freely of their service by night and day, to the 
charity patients, thousands of whom have been cared for 
during the past quarter of a century. The members of the 
Senior and Junior Guilds have ever given their loyal support, 
devoting much time to its welfare, by procuring the necessities 
for the charity wards. The festivities began with the jubilee 
Mass which was sung by the nurses, followed by Benedic- 
tion. There was open house all day and the Sisters had an 
opportunity of thanking their many friends and patrons of 
the institution. The reception rooms and halls were beauti- 
fully decorated in silver and green and an abundance of 
flowers greeted the eye everywhere. During the reception in 
the afternoon and evening the patients enjoyed the lovely 
music tendered by the orchestra. 


Advanced Nursing Education Offered 


The College of St. Teresa, at Winona, Minn., offers several 
opportunities for advanced study by Sisters and nurses. The 
institution, which is a standard liberal-arts college, holding 
membership in the North Central Association of Colleges, 
offers courses in the degrees of bachelor of arts, bachelor of 
science, and bachelor of science in nursing. Miss Carolyn E. 
Gray, B.S., A.M., a member of the National League on Nurs- 
ing Education and chairman of the committee on nursing edu- 
cation for colleges and universities, offers a six-weeks’ course 
in nursing administration each year at the college. 

The course for 1931 opened on February 2. The course is 
open to registered nurses who hold certificates of graduation 
from standard high schools. 

The degree of bachelor of science in nursing is conferred 
upon the completion of a course, which is made up of two 
parts: first, the regular prescribed course given in an approved 
hospital school for nurses; and second, three fourths of the 
work in liberal arts required for the regular bachelor’s degree 
in the college. The combined course in nursing and liberal arts 
covers a period of five years. 

Students taking this course will receive practice teaching at 
St. Mary’s Hospital, Rochester; Mercy Hospital, Portsmouth, 
Ohio; and Providence Hospital, Sandusky, Ohio. For students 
who wish to become dietitians in hospitals, courses in food 
and nutrition are planned. For those who expect to qualify 
for active membership in the American Dietetic Association, 
courses have been arranged to include the undergraduate work 
required. Practical postgraduate experience in preparing diets 
required for active membership in the American Dietetic Asso- 
ciation will be provided in approved hospitals. Students requir- 
ing this experience will be assigned to St. Mary’s Hospital, 
Rochester. 

All necessary arrangements have been made for Sisters, so 
that they may enjoy the privacy of religious community life, 
combined with the opportunity of obtaining every scholastic 
advantage. Assisi Hall has been set aside for their exclusive 
use, providing four floors of single rooms, with five rooms 
for two students each, and a large study and restroom. 


New Zealand Nursing Act 


In New Zealand, Parliament recently passed an act whereby 
nurses may now be trained in approved voluntary hospitals, 
whereas before this, training could be undertaken only in state- 
owned hospitals. The Sisters of Mercy, Little Company of 
Mary, who have hospitals in Auckland and Christchurch, are 
on the approved list of the Standardization Committee of the 
American College of Surgeons, and for several years they 
have asked for training facilities. The new law, therefore, will 
be of considerable advantage to them, now making it pos- 
sible for their Sisters and student nurses, to take the state 
nursing examinations. 

Mater Misericordiae, one of the most efficient institutions 
in New Zealand, recently had plans approved for additions to 
cost $300,000. 

(Continued on Page 33A) 
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An example of how Westinghouse aids 
in planning X-Ray Departments 


The X-Ray Laboratories of the new Bronx Hospital, 
have been completely designed and 


New York the 


equipped by t 


ee X-Ray Company, Inc, 






























The X-Ray Department of the new Bronx Hospital in 
New York City is considered an outstanding example 
of efficiency. 


The diagram above (although showing just ‘one small 
section of this large department) indicates neverthe- 
less the careful analysis and skillful treatment of the 
problems involved. 


The complete layout drawings of the type shown above 
were prepared by the Planning and Layout Division of 
the Westinghouse X-Ray Company, working in co- 
operation with the architect, Lewis Allen Abramson. 


The services of these Westinghouse specialists are in 
constant demand by both large and small hospitals 
because of their long and wide experience in X-Ray 
Department problems. If you desire a painstaking 
analysis made of your own X-Ray Laboratory problems 
we shall be glad to place members of this department 
at your service without obligation. 


This service will cover: (1) Authoritative informa- 
tion regarding the necessary space and its proper loca- 
tion for efficient co-ordination with other departments. 
(2) A preliminary layout showing the best possible 
utilization of the space available and the correct loca- 
tion of necessary apparatus. (3) Following this pre- 
liminary layout, final plans will be prepared covering 
all details including complete wiring diagrams and 
specifications ready to be turned over to the electrical 
contractor. 


Since you will naturally wish more details regarding 
this service, please write Department J-2,Westinghouse 
X-Ray Company, Inc., Long Island City, N. Y., U.S. A. 


Westinghouse X-Ray 
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“FAULTLESS” Line is 
Sturdily Constructed 


Modern hospital furniture must be graceful of 
line and easy tokeep spotless. Itmustbethoroughly 
efficient in meeting the present-day practices of 
the superintendents, physicians, surgeons and 
nurses who use it. This means, among other 
things, that it must be strongly built. 


Dougherty Aseptic Steel Hospital Furniture 

meets this requirement to the fullest extent. 

Dougherty designers were first in the hospital 

field to employ seamless oxy-acetylene welding 

construction and they have maintained their 
position in the van among 
metal furniture construction 
engineers. The Dougherty 
“B” type Fowler Spring con- 
struction is an example. 
Have you seen it? 


roueenceb 4 . - /* 
CONSTRUCTION: 

gos fling Dougherty’s “FAULTLESS” 
_ DOCTOR! | Line of Hospital Equip- 
ment includes : 


Beds Mattresses Pillows 
Steel Private Room Furniture 
Ward Furniture 
Operating Room Furniture 
Nursery Furniture 
Wheeled Equipment 
Miscellaneous Hospital 
Equipment 


Household Construction 
Won't Do, Says the Doctor 
—is the title of a new 
folder describing ‘‘Fault- 
less’’ Crib No. 2505, shown 
above, and other children’s 
cribs and beds of the 
“Faultless” line. Write 
today for your copy! 


Write for catalog and details 


H. D. DOUGHERTY &CO. 
The ‘‘Faultless” Line 
Philadelphia, Pa. 


17th & Indiana Ave. 
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‘KLOZTITE” 
PATIENTS CLOTHES CONTAINER 


Space for 
Name 


Tag 





Hookless 


Fastener 











The “Kloztite”’ Patients’ Clothes Container fills 
a long felt want and answers the daily question 
“what shall we do with patients’ clothes?” 


The “Kloztite’” Patients’ Clothes Container has 
many advantages over the present system in that 
it takes up less space, is dust proof and will not 
wrinkle the clothes. 


It is made of heavy brown, durable material, 
measures 54 inches high, 18 inches deep and 8 
inches wide and is provided with a hookless 
fastener (zipper arrangement) which makes the 
container absolutely dust-proof. 


The clothes are hung on metal hangers and then 
suspended from the metal support inside the con- 
tainer. The bottom frame provides a place for 
hats, shoes or other articles. A tab over the 
opening of the container for identification tag is 
an added feature. The top and bottom frames can 
be removed and the container sent to the laundry 
or sterilizer. Very simple, good looking and un- 
questionably worthwhile. 


May we send one on approval? Price on appli- 
cation. 


STANLEY SUPPLY CO. 


Hospital Supplies and Equipment 
118-120 East 25th St. New York, N. Y. 
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ee 
HYDROGEN-ION DETERMINATION APPARATUS, 


Hellige. 


This apparatus is used for comparing the shades of color of 
solutions in the determination of pH values, the permanent 
color standards are glass discs of correct color ground down 
to the proper thickness to present the correct shade for the 
pH value of the indicator used and mounted in magazines. 
Magazines filled with discs representing the full line of indi- 
cators may be obtained. 


Complete with two round test tubes graduated from 5 to 10 
ml. in 1 ml. subdivisions for measuring and comparing test 
solutions, one bottle of standardized indicator solution, one 
measuring pipette graduated at 0.2, 0.25 and 0.5 ml. for meas- 
uring the indicator solution and one major color disc. 





(Continued from Page 30A) 
Enrolled in Miraculous Medal 

About 600 persons assembled in the chapel of St. Vincent’s 
Hospital, New York, were enrolled in the Miraculous Medal 
on Sunday, December 14, at 4 p. m. The priests who were 
present included Rev. Edward F. Garesché, S.J., general spiri- 
tual director, International Catholic Federation of Nurses; 
Rev. Joseph O'Connell, of Catholic Charities; Rev. Father 
Byrne, vice-president of St. John’s College; and Rev. Father 
Morton, of St. John’s College. 

Those who enrolled included many of the members of the 
Ladies’ Auxiliary of the hospital. Several other Catholic hos- 
pitals were represented at the ceremony. After services in the 
chapel, Fathers Byrne and Morton enrolled many of the sick 
in their rooms. Refreshments were then served in the nurses’ 
home. 

Improvements at Hospital 

St. Joseph’s Hospital, Joliet, Ill., has expended more than 
$200,000 for improvements and new equipment 

A new addition, added to the south wing of the building, 
contains operating rooms, X-ray room, and laboratories. The 
fourth-floor rooms, in this same wing, have been remodeled 
also, and an extra story now providing accommodations for 
six nurses added to the nurses’ quarters, which occupy a sep- 
arate building at the rear of the hospital proper. Two stories, 
the fifth, given over to surgery, and the sixth, occupied by 
the X-ray room and laboratories, are also new. The old 
operating: rooms, on the second and third floors, with their 
connecting rooms, are to be converted into wards, giving the 
institution 20 additional beds, while the rooms on the second 
floor will be transformed into a children’s ward. 

There are four operating rooms on the fifth floor, one of 
which is especially constructed for the use of eye, ear, nose, 
and throat. The regular operating rooms have been finished 
in a pale shade of green tile. 


1930 GRADUATES, ST. FRANCIS HOSPITAL, 
HONOLULU, HAWAII 


Nursing School in Honolulu 


St. Francis Hospital, Honolulu, conducted by the Sisters 
of St. Francis, O.M.C., of Syracuse, N.Y., in September, 1929, 
opened the first and only Catholic school of nursing in the 
Hawaiian Islands. Many applicants to this school are turned 
away for lack of accommodations. The Sisters hope some day 
to have a new home for nurses. The school represents the 
various nationalities found in the Island and the Sisters say 
that the students all work together in good will. A picture of 
the class of 1930 appears in this issue of Hosprrat Procress. 


New Call System Installed 
A new modern call system, costing nearly $3,000, has been 
installed at St. Joseph’s Hospital, South Bend, Ind. The new 
system obviates all noise in signaling nurses to patients’ beds, 
except in bathrooms and lavatories, where buzzers, which were 
formerly in use, have been installed to attract attention. 
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ETHYL NITRITE 


(Concentrated Nitrous Ether) 
for Preparing 


SPIRIT OF NITROUS ETHER U. S. P. 





MOST satisfactory and economical package for Nitrous Ether is the 
hermetically sealed tube because the tubes maintain the product at 
a constant strength. 


Make Spirit of Nitrous Ether in small quantities. One tube 
of Ethyl Nitrite added to one pint U.S. P. Alcohol in accord- 
ance with directions on package furnishes druggists with a 
trifle over one pint Spirit of Nitrous Ether U.S. P. contain- 


ing 4% EYTHYL NITRITE. 


SAINT LOUIS MONTREAL 


BUY THE HERMETICALLY SEALED TUBES. 
YOUR JOBBER CAN SUPPLY YOU. 


Over 1500 Chemicals for the Prescription Druggists. 


MALLINCKRODT CHEMICAL WORKS 


PHILADELPHIA 


NEW YORK 














Retreat for Nurses 
A retreat held for the nurses of St. Joseph’s Hospital, Keo- 
kuk, Iowa, conducted by Rev. H. B. Crimmins, S.J., closed 
on the morning of December 21, with reception into the 
Sodality of the Blessed Virgin Mary. 
Hospital and Church Receive Gifts 
A gift of approximately $9,000 in cash, to be divided equally 
between St. Francis Hospital, La Crosse, Wis., and St. Pat- 
rick’s Church, Fond du Lac, Wis., was disclosed in the will 
of the late W. H. Kennedy, of Fond du Lac, recently, who 
drew his will on December 4, while a patient at St. Agnes 
Hospital. 
Hospital Burns 
The top floor of a wing of St. Michael of Archangel Hos- 
pital for the insane, Beauport, Quebec, Can., was destroyed 
by fire on December 13. All patients in the wing, were safely 
removed to another part of the building. 


A Successful Retreat 

Graduate and student nurses of St. Luke’s Hospital, Aber- 
deen, S. Dak., made a very successful retreat January 6-9, 
under the direction of Rev. Peter Minwegen, O.M.I., of White 
Bear, Minn. Each day the retreat opened with Mass and 
Holy Communion and closed with Benediction and the sing- 
ing of hymns. The solemn closing on Friday evening included 
the renewal of baptismal vows and the Papal blessing. 


Hospital Society Meets 
St. Mary’s Hospital Aid Society, Racine, Wis., held its reg- 
ular meeting at the Knights of Columbus Hall, December 9. 
A report was submitted showing that the society has at pres- 
ent eight patients in free beds at St. Mary’s Hospital. 
Following the business meeting various card games were 
engaged in, followed by the serving of a luncheon in the form 


of a Christmas party. 
(Continued on Page 36A) 


ST. LUKE’S HOSPITAL, ABERDEEN, SOUTH DAKOTA 
Sodalists, with Rev. Peter Minwegen, O.M.I., who conducted nurses’ retreat, January 6-9. 
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cY /nnouncing a a 


of Radio Teds... Diwile. Drugs 


and Doctors...by Howard W, Ta ggard MD. 


Assoc frof. of Li hysiology, Yale University 
Oo 


EVERY member of the profession knows 
there are intensely dramatic spots in med- 
ical history, both past and in the making. 
Yet it is not often that such of this material 
as interests the layman is of enough scien- 
tific import to command the respect of the 
profession. 

Now, however, a real attempt is being 
made to acquaint the public with some of 
the high points in medical history and with 


the most recent contributions to advance- 








8:00 - 8:15 P. M. (E.S.T.) 





Akron WADC Atlanta 
Baltimore WCAO Birmingham 
Boston WNAC Chicago 
Buffalo WGR Dailas 
Cincinnati WKRC Fort Wayne 
Cleveland WHK Indianapolis 
Detroit WXYZ Kansas City 
Hartford WDRC Memphis 
New York City WABC Milwaukee 
Philadelphia WCAU *Minneapolis 
Pittsburgh WJAS Nashville 
Providence WEAN New Orleans 
Rochester WHEC Omaha 
Syracuse WFBL St. Louis 
Toledo WSPD San Antonio 
Washington WMAL Sioux City 
*Beginning March 8th Topeka 





7:00 - 7:15 P.M. (C.S.T.) 


ment in the science of health preservation. 
On Sunday evening, January 25, Howard 
W. Haggard, M. D., Associate Professor 
of Physiology at Yale, widely known as the 
author of “Devils, Drugs, and Doctors,” 
commenced a series of weekly radio pro- 
grams as interesting as his book and as 
authentic as his academic standing. These 
programs are being broadcast over a coast- 
to-coast network of the Columbja System 
which includes the following stations: 


6:00 - 6:15 P.M. (M.S.T.) 


WGST Denver KLZ 
WBRC Salt Lake City KDYL 
WMAQ 5:00: 5:15 P. M. (P.S.T. 
WRR ; 
wowo Los Angeles : KHJ 
WFBM Portland KOIN 
KMBC San Francisco KFRC 
WREC Seattle KOL 
WISN Spokane KFPY 
wCco Tacoma KVI 
WLAC The stations listed have been 
WDSU secured to broadcast the early 
KOIL programs of this series. Since 
KMOX the talks will continue through- 
KTSA out 1931, it may be possible to 
KSCJ add other stations to the coast- 
WIBW to-coast network. 





EASTMAN KODAK COMPANY, Rochester,-N. Y. 
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WINDOWS 


SEALAIR IN-SWINGING 


This window is weather-proof when closed 
and draft-proof when opened. Both sides of 
all sashes can be washed from the interior. 
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Conduct Financial Campaign 

St. Joseph’s Hospital, Keokuk, Iowa, through a philanthropic 
organization and finance, conducted a successful campaign for 
funds. The nurses’ alumnae association pledged $1,000 for the 
memorial of the study hall, the sum to be derived from social 
activities. Individual members of the organization also pledged 
another $1,000, to be paid by individual donations. 

Open Psychiatric Division 

A new division, devoted to neuro-psychiatry, has been 
opened at Mercy Hospital, conducted by the Sisters of Char- 
ity, at Canton, Ohio. 

The purpose of the hospital is to make available, informa- 
tion on mental health and to bring neuro-psychiatric service 
within the reach of patients of moderate means. The new 
division is intended for patients to meet physicians halfway 
by recognizing that they require help for maladjustment, fears, 
worries, fatigue, incipient and toxic psychoses, and neurologic 
diagnoses. Patients may be referred for supervision and treat- 
ment, or for consultation only. When referred for treatment, 
the hospital will invite the physician to act as consultant. 


Commemorate Discoverer of Quinine 


An exhibition commemorating the third centenary of the 
discovery of quinine was opened at London during December 
by Cardinal Bourne in the Wellcome Historical Medical Mu- 
seum. The Cardinal in remarking upon the fitness of a Cath- 
olic occupying the chair on the occasion, explained that the 
discovery of quinine, Peruvian or cinchona bark, was due, 
indirectly at any rate, to missionaries of the Church. The 
Spanish Ambassador, also spoke at the exhibition, and said 
that the actual discovery of the use of cinchona bark, was 
due to a Jesuit missionary, who was cured, by its use, of 
malaria fever in Peru. He then acquainted the Spanish settlers 
with its use and reports on the discovery were made to the 
Viceroy of Peru. 


Government Hospital Run by Nuns 


The Sisters of the Holy Cross of Menzengen, Switzerland, 
at the request of the government, have taken up nursing duty 
at the Government Hospital of Mavalikara, Travancore, India. 
This constitutes the eighth hospital in Travancore state where 
the Sisters are working. Trivandrum, the capital of Travan- 
core, has also appointed one of the Sisters as health visitor 
of the town. 

New Medical Appliance 

A new fracture table, the only one of its type in Omaha, 
Nebr., was put into use recently at St. Catherine’s Hospital, 
of that city. It took three weeks to install the appliance, which 
enables the operator to view a fractured bone from the top 
and side at the sime time. 

Dr. James Kelly, head of the X-ray department at the 
hospital, explained that the table enables the doctor to get 
a clearer view of the fracture and thus work with greater 
speed and accuracy. Under old methods it was impossible to 
obtain this double view without turning the patient, which 
was often extremely difficult and many times even impossible. 


Program of Improvements 


St. Benedict Hospital, Sterling, Colo., presents the annual 
report of the hospital as follows: patients treated during the 
year, 1,029; days of treatment, 6,067; surgical cases, 581; 
births, 62; deaths, 33; laboratory examinations, 3,996; X-ray 
examinations, 343. The hospital recently gained recognition 
by the American College of Surgeons, as a Class A institu- 
tion. The staff elected new officers early in December, choosing 
Dr. F. E. Palmer as president. 

Among the improvements during the year is the installation 
of a new refrigerator and water cooler. The grounds, to the 
south of the institution, were landscaped during the early sum- 
mer months, and many trees and shrubs added. 


(Concluded on Page 38A) 
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During a period of more than thirty 
years, our organization has loaned many 
millions of dollars secured by Church, 
Schooland Institutional Properties, giv- 
ing us a thorough and practical knowl- 
edge of the best way to handle the finan- 
cial needs of those requiring a service of 


this kind. 


We solicit applications for First Mortgage Loans on Properties of these types— 
Church, School and Institutions—in the various Archdioceses and Dioceses of the 
United States. 
























Our resources are sufficient to enable us to handle loans of any size, the amount being 
limited only by the value of the security. We make construction loans from archi- 
tects’ plans—money is advanced as the work progresses. Present loans bearing a 
high rate of interest can probably be refunded on more favorable terms. 







All loans are payable over a term of years through our Serial Payment Plan. Corre- 
spondence on this subject, without obligation on your part, is invited. 






REAL ESTATE LOAN DEPARTMENT 


Mercantile-Commerce Co. 


NATIONAL HEADQUARTERS FOR INSTITUTIONAL LOANS 


Locust ~ Eighth ~ St. Charles 


NEW YORK, N. Y. - HOUSTON, TEXAS 
14 Wall Street St Louis 2nd Nat’! Bank Bidg. 













The Mercantile-Commerce Company is affiliated with the Mercantile-Commerce Bank and Trust Company, St. Louis (capital, sur- 
plus and undivided profits, $17,500,000),a merger of the Mercantile Trust Company and the National Bank of Commerce in St.Louis 
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Rolscreened windows in the Broad- 
lawns Hospital, Des Moines, lowa. 


Modern conveniences and years of 
economic window screen service. 
No Fall storing 


No Spring rehanging 
All metal construction 


Roll up and down 

Built in with the windows 
(permanent yet easily re- 
moved) 


Hospitals need Rolscreens. The mere act of rolling up the screens 
allows complete freedom of the openings for washing, painting the 
woodwork, lowering the awnings or to obtain the full value of light 
when the window is closed. 


These inside screens do not collect the outside grime and soot. They 
retain a “newness” which does not cast a dirty darkness over the win- 
dow. Rolscreens are never taken down for storage—just rolled away 
out of sight, yet always ready for service. 


As an economical investment, Rolscreens cannot be equalled — no 
costly, seasonal handling or repairing or wrecked, broken screens, an 
item of importance to hospitals. Rolscreens are built to last a lifetime 


and carry a liberal guarantee. Look for the trade mark 2 
———— 


Illustrated Rolscreen Booklet mailed upon request. 


ROLSCREEN COMPANY 
1321 Main Street Pella, Iowa 


Fifteen Patented Features of Rolscreens are 
essential to practical rolling window screens. 
A SECTION through guide showing lug in 
selvedge of screen wire, which prevents sag- 
ging. A “non-sagging” feature found only in 
Rolscreens. 
FULLY GUARANTEED. 
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Mission Board Opens New Quarters 

On the Feast of St. Francis Xavier, patron of the missions, 
the Catholic Medical Mission Board, New York City, opened 
its new headquarters at 8-10 West 17th Street. 

The new quarters, which were formerly an old residence, 
were entirely renovated and fitted up for the work of the 
Board. The first floor is given over to the offices, while the 
ground floor is occupied by the storage and shipping rooms, 
where the medical supplies, instruments, and equipment are 
constantly coming in and being shipped to the missions all 
over the world. 

There also is an adjoining house, which is the property 
of the Board. This will be used, when the increase of the 
work requires the services of a greater number of Sisters. At 
present the Sisters of Atonement are in service there. 

In celebration of the opening, Mass was held in the new 
chapel, with Rt. Rev. John J. Collins, of Fordham University, 
retired bishop of Jamaica, officiating, and representing Rt. 
Rev. J. J. Dunn, auxiliary bishop of New York, and director 
of the Propagation of the Faith in the Archdiocese of New 
York. In the afternoon Rt. Rev. Amadus Bahlman, O.F.M., 
bishop of Santarum-Para, Brazil, blessed the headquarters. 

Nurses’ Retreat 

On January 12, a retreat for the nurses of Holy Family 
Hospital, Manitowoc, Wis., was opened, with Rev. E. J. Gehl, 
of St. John’s Institute for the Deaf, at St. Francis, Wis., in 
charge. 

Nurses Attend Retreat 

The retreat for nurses of Mercy Hospital, Bay City, Mich., 
conducted by Rev. W. J. McCann, of Alma, Mich., was held 
December 8-12. The exercises for each day included holy 
Mass at 6:15 a.m., followed by short meditation, conference 
at 10 a.m., followed by Benediction of the Blessed Sacrament, 
7:30 p. m. At the ceremony of enrollment and the reception 
of 28 new members into the Sodality on January 11, Rev. 
Wm. Walsh, of Auburn, Mich., assisted. 

Students Present Drama 

Senior students of Mercy Hospital School of Nursing, Bay 
City, Mich., presented a two-act comedy, “Dr. Kirk’s Assis- 
tants,” in the auditorium of the Bialy Memorial Nurses’ 
Home, on November 26. A special feature of the entertain- 
ment, was a pantomine drill, entitled the “Garland Girls,” 
by six members of the freshmen class. 


MERCY HOSPITAL, BAY CITY, MICHIGAN 
A pantomime drill, the “Garland Girls,” presented by six student nurses. 
Hospital Adds Anesthetic Room 

Holy Family Hospital, La Porte, Ind., recently improved 
the institution by the addition of an anesthetic room, which 
adjoins the main operating room, the nose and throat oper- 
ating room, and the sterilizing rooms. This addition now pro- 
vides the institution with more than 1,000 square feet of floor 
space, devoted to operating facilities. Besides the convenience 
of the additional room, it is desirable that patients be removed 
from the operating room, so that they will be among surround- 
ings that are less disturbing than the scene of operation, when 
the anesthetic is administered. 
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Making the Hospital Dollar 
More Etiective 


All its long life, Stedman Rein-_ hospitals by its beauty, silence, 
forced* Rubber Tile will stretch foot-comfort, ease of maintenance 
hard-won hospital income over and sanitation - More and more 
longer service - By reducing main- hospitals are using Stedman 
tenance and replacement costs, it Reinforced* Rubber Tile Floors 
lowers annual overhead and makes’ each year - Write us for catalogue, 
each dollar go further in its direct with color charts « «+ « « «+ «+ « « 
purpose of caring for the sick « « - 

All its long life, Stedman Tile STEDMAN RUBBER FLOORING CO. 
demonstrates its special fitness for South Braintree Massachusetts 


Stedman Reinforced Rubber Tile 


*REINFORCED: In the Sted- 
man Process minute cotton 
filaments, uniting with the 
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ADJUSTABLE SCREW 
DEFINITELY CON@ROLS 
AMOUNT oF SQABSBISPENSED 


ERE... atlast. . . is the feature © 

so long wanted in a soap dispens- 
ing device. An absolute control for the 
amount of soap dispensed. And . . Vestal 
developed it as an exclusive feature of 
the Improved Septisol Dispenser! 


Adjusting the screw “with a turn of a 
screwdriver’ supplies any predetermined 
amount of soap . . . ranging froma few 
drops to a full ounce or more. After de- 
termining the desired amount, no matter 
what unusual pressure is exerted on the 
foot-plunger only that amount is dis- 
pensed. No more... noless! This little 
screw is the key to soap economy... . 
it eliminates waste. Easily adjusted. Tam- 
per proof. Nothing to get out of order. 
Remember, it is an exclusive feature of 
the Improved Septisol Dispenser! 





ST. LOUIS,U.S.A. 
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OPEN LONG ISLAND HOSPITAL 


On November 23, one of the largest and finest institutional 
buildings on West New Brighton, Staten Island, N. Y., the 
new St. Vincent’s Hospital, was opened. His Eminence Cardi- 
nal Hayes formally blessed the new building, which was 
erected at a cost of $750,000, providing accommodations for 
200 patients. 

The hospital, which is under the direction of the Sisters of 
Charity, was made possible through the result of an intensive 
building-fund campaign, conducted for two years by a com- 
mittee of men and women, under the direction of former Su- 
preme Court Justice Frank S. Gannon. No elaborate ceremony 
attended the blessing of the structure; the Cardinal and his 
attendants merely visited each room, and then addressed the 
large audience, which assembled on the lawn. Following this, 
the Ladies’ Auxiliary served tea in the old building. 

The hospital has been in use since October 1, and prac- 
tically all of its wards and private rooms are occupied. It is 
located on a 13-acre tract of land, set well back from the 
street and surrounded by a spacious and beautiful lawn, is 
five stories high, of brick and limestone construction, with a 
central pavilion rising six stories high, surmounted by a tower. 
It is somewhat removed from the old buildings, but is con- 
nected by an inclosed passage. 

The emergency department, kitchen, and auxiliary rooms on 
the first floor are ideally located, the natural slope of the site 
having been used quite advantageously. This department, 
located in the north wing, is about three feet above grade, 
and therein is provided an ambulance, receiving room, emer- 
gency operating room, two mens’ wards, one ward for women, 
nurses’ station, serving pantry, utility room, and toilets. An 
entrance for patients arriving in private ambulances is pro- 
vided in the central pavilion. 

In the rear wing are located the main kitchen, preparation 
room, butcher shop, pastry room, ice-cream-making room, 
refrigerators, and other auxiliary rooms. The diet kitchen and 
milk-formula rooms, all of which are provided with plenty of 
natural light and air, adjoin the main kitchen. Other parts 
of this floor are devoted to the bandage, sterilizing, and 
storage rooms. 

A graded circular driveway leads to the entrance on the 
main floor and from here one enters a wood-paneled lobby. 
On either side of the lobby are located the offices, parlors, 
elevators, and the corridors to the various departments. The 
rooms and offices of the administration department are located 
in the south wing, as are the pharmacy and a small laboratory. 
In the east wing are the X-ray and physical-therapy depart- 
ments. The interns’ quarters, with accommodations for ten, 
in single and double rooms and connecting baths, sitting rooms, 
library, dining room, and serving pantry, are located in the 
north wing. 

On the second floor, at the intersection of the corridors, a 
foyer is created, off which is located the nurses’ station, recep- 
tion room, and public telephone booth. Grouped about the 
foyer, providing central location, is the serving pantry, utility 
rooms, flower room, treatment room, linen room, and chair 
and stretcher storage. A toilet and bathroom has been pro- 
vided in each wing, and a spacious sunroom is located at the 
end of each wing. 

On the same floor are provided one private room with 
lavatory, two semiprivate rooms, four five-bed wards, and five 

(Continued on Page 43A) 
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Against These Ghostly Hosts the 
Soldier of Sanitation is Your Ally 


In the toilet rooms and plumbing fixtures 
of every public and semi-public building 
unseen, ghostly legions lie in ambush ready 
to attack at the first sign of failure or defect. 

The final results of such attacks are much 
more disastrous than the mere dollar costs 
involved in remedying the troubles. 

For bubble cups may wash germs to the lips 
of unsuspecting drinkers. Poorly operating 
closets and urinals may become breeding 
places for the most hideous of infectious 
diseases. 


And with the number of people using 


C..4& 
PREFERRED FOR EXACTING PLUMBING SINCE 


Consult your architect 


the fixtures these dangers are all too 
common. 

To defeat the grim hosts who promote 
such conditions the Clow Soldier of Sani- 
tation has worked for 52 years. He has 
developed the most complete line of spe- 
cialized plumbing fixtures in the world 
for schools, hospitals, industrial plants 
and public buildings. 

And he has developed manufacturing 
and testing methods that assure perfect op- 
eration of every fixture before it is shipped. 

You will notice the results in two ways: 


1878 


(1) the unseen legions ambushed forstealthy 
attack will be completely routed,(2) the cost 
of repelling them through the many years 
to come will be reduced to almost unbe- 
lievably low levels. 


Call him in. 








The Clow Soldier of Sanitation is a specialist on 

all plumbing jobs where sanitation is likely to be 

an acute — At his finger tips is the accrued 

experience of 52 years. This is Ted Seabrooke, 
oledo, Ohio. 
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“SO QUIET’? 


Says Evelyn Collins 
Housekeeper 
THE NEUROLOGICAL INSTITUTE, New York 





**I have three Lincoln machines at present. 
They are in use eight hours daily, seven days 
of the week. They stand up very well and being 
gear-driven, are less noisy than the other sim- 
ilar type machines.”’ 


floor span than a single brush, and will not pull 
away from the operator. The Lincoln is so 
simple anyone can operate it. It has built into 
it our 33 years of engineering experience, and is 
built so well we unconditionally guarantee it for 


TH E Lincoln Twin Disc is favored by hospitals 
because it is so _— and because it saves 
money, time and labor. The Lincoln scrubs, 


and ten 


waxes or “ee poe large areas quietly, efficiently 
at a marked saving over hand labor 


times faste 
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five years. 


Let the Lincoln Twin Dise save time and money 
for you. Write for catalog 
describing the twelve models 
of the Lincoln, and for Five- 


Day FREE TRIAL OFFER. 


The Lincoln Twin Disc is so amazingly efficient 

because the entire weight of -_ 

the motor is on the brushes, e | LINCOLN~SCRLUETER, 

the twin discs cover a greater Be FLOOR-MACHINERY CO, ING. 
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Courtesy 
Wright 
Rubber 

Products Co., 
Racine, Wis. 





QUIET! 
Hospitals Demand It 


Draper Adjustable 
Shades, through their 
ease and noiselessness of 
operation, fill this need 
perfectly. Draper Ad- 
justable Shades remain 
perfectly rigid, doing 
away entirely with the 
flapping characteristic 
of the ordinary shade 
when the window is 
opened. Automatic 


Building Superintendents, who want the best 
service and most beauty from their floors, 
choose SHINE-ALL! A universal cleaner, 
it is free from abrasives, and cleans, polishes 
and preserves in one operation. Recom- 
mended by leading manufacturers of all 
types of floors. 


SHINE-ALL SALES COMPANY 


distributors for 


HILLYARD CHEMICAL CO. 


Copyright, 1931 St. Joseph, Mo., U. S. A. 





pulleys of the very lat- 
est locking type are an 
integral part of the Draper Adjustable 
Shade equipment. No longer do the shades 
roll up with a nerve wracking crash when 
they are supposed to be locked. 


(Patented) 


Write for catalog. 


Luther O. Draper Shade Co. 


Spiceland Indiana. 
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four-bed wards. The third and fourth floors are arranged simi- 
lar to the second floor, providing two private rooms with 
toilets, six private rooms with lavatories, eight semiprivate 
rooms, and four four-bed wards. 

The fifth floor is devoted entirely to maternity cases, and 
is arranged the same as the lower floors, but in addition, has 
two delivery rooms, with sterilizing and wash-up rooms, three 
labor rooms, and an examination room. On this floor, for the 
convenience of doctors who may be obliged to remain at the 
institution on a case, a double bedroom with adjoining bath 
has been provided. There are also three private rooms with 
toilets, three private rooms with lavatories, four semiprivate 
rooms, one four-bed ward, and one seven-bed ward. A nursery, 
with accommodations for 34 bassinets, with infants’ bath 
adjoining, is provided, and there is also a large sunroom with 
southern and western exposure. 

The sixth floor is devoted entirely to operating, and in addi- 
tion to the necessary auxiliary rooms, there are two major 
and two minor operating rooms with connecting sterilizing and 
wash-up rooms, two anesthetic rooms, a bandage and steril- 
izing room, nurses’ room with dressing compartments and 
toilet, doctors’ room with toilet, and a general sitting room 
for doctors. The tower above, contains the fan room, storage 
spaces, and the house tanks. 

The walls of the kitchen and auxiliary spaces are of glazed 
brick and the floors of imported tile. All of the serving pan- 
tries, utility rooms, baths, and toilets have tile floors and 
tile wainscoting. The operating and sterilizing rooms have 
tile floors and the walls are of pea-green or french-gray tile 
from floor to ceiling. The rooms and corridors have terrazzo 
floors and base. Doors are of the flush type and ventilouvers 
placed at the top are provided to all rooms. 


Dedicate New Addition 


The new chapel and wing recently erected to St. Francis 
Hospital, Beech Grove, Ind., was dedicated on January 18. 
Rt. Rev. Joseph Chartrand, bishop of Indianapolis, officiated 
at the services. 

The new addition now gives the institution a capacity of 
145 beds, which will be increased when the old chapel is con- 
verted into a ward. New equipment for the addition is ex- 
pected to cost approximately $100,000. 


Corner Stone Laid 


On December 8, Rt. Rev. Edward F. Hoban, D.D., bishop 
of Rockford, IIl., officiated at ceremonies for the laying of 
the corner stone of the new $500,000 St. Joseph Mercy Hos- 
pital, at Aurora, Ill., which is being constructed west of the 
present hospital building. A large audience of clergy were 
present at the exercises, at which Rt. Rev. Msgr. J. P. Mc- 
Guire, pastor of St. Mary’s Church, Rockford, preached the 
sermon and a short address by Bishop Hoban followed. 

The new building, which has been under construction since 
August 1, is expected to be ready for occupancy early this 
next summer. It is six stories high, of fireproof construction, 
with a 100-bed capacity. Both exterior and interior are of 
Gothic design. 

Institution Expands 

St. Francis Hospital, La Crosse, Wis., has made extensive 
improvements during the past year, chief among them being 
the construction of a new building located in close proximity 
to the present hospital building. It consists of a basement and 
eight stories with a solarium on the roof. There is also a 
sub-basement connected with a service elevator, while a pas- 
senger elevator will convey patients to all floors when the 
building, which is practically completed, is put into use. 

The first floor contains the administration unit, a modern 
fireproof X-ray room, out-patient department, and pharmacy. 
Only the second and third floors have been finished at the 
present time, but when the entire building is completed all 
the upper floors will be devoted to patients’ rooms, with the 
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This advertise- 
ment, published 
| in January, though 
modern in sub- 
ject forms the 
frontispiece to 
the series de- 
scribed below. 








Pictorial 
History of Nursing 


ROM history we know of hospitals thousands 
F of years ago; from ancient folk lore and 
saga we know that, even before history began, 
the path of humanity was brightened by heroic 
figures who gave themselves to the alleviation 
of physical suffering and planted the roots of 
the fine traditions that have made Nursing an 


outstanding profession. 


But the active history of Nursing, as such, begins 
only with Fabiola in the 4th Century A. D. She 
was the first of a succession of lofty characters, 
characters like Hildegarde, Francis Bernardone, 
Elizabeth of Hungary and others, who, through 
unselfish lives devoted to the systematic care 
of the sick, the helpless and the unfortunate, 
influenced not only the history of Nursing but 


the whole history of mankind. 


Built around these characters we plan to publish 
a series of advertisements during 1931 giving a 
Pictorial History of Nursing. We are making this 
announcement because, so far as we know, no 
similar series of pictures has ever been publish- 
ed, so it may be that many will want to preserve 


the individual advertisements as they appear. 


* WILL ROSS, INC. ° 
WHOLESALE HOSPITAL AND SANATORIUM SUPPLIES 
457-59 E. WATER STREET 


MILWAUKEE, WISCONSIN 
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~ BABY-SAN 


America's Favorite Baby Soap 


AT LEAST NINETY PER CENT OF THE HOSPITALS 
OPERATED by the Sisters—use BABY-SAN in their nurseries. THEY 
AGREE at their Round Table discussions that the genuine BABY-SAN 
is the proper product to use for bathing babies. 


BECAUSE—bathing the baby with BABY-SAN immediately after birth, re- 
moves the vernix quickly and gently. 

BECAUSE—BABY-SAN eliminates from the skin of the newborn possible 
existing bacteria, which if allowed to remain, would develop into a troublesome situation. 

BECAUSE—daily bathing with BABY-SAN keeps the baby’s skin in a whole- 
some condition. CAUTION—BABY-SAN is sold direct by us, not through jobbers or 


other companies. 





HUNTINGTON 
LABORATORIES 


BABY-SAN Portable Dis- 
pensers furnished without 
charge to hospitals. 


— 


HOSPITAL DEPARTMENT 


The HUNTINGTON LABORATORIES, Inc. 


Huntington, Indiana 


Canadian Office and Warehouse, 36 Yonge Street, Toronto, Ontario 


— BABY SAN 


PURE LIQUID CASTILE (MADE IN U.S.A) 











_ exception of the eighth floor which will be used for the chil- 
dren’s department. 

Steel and concrete construction has been used throughout 
the building, making it fireproof. When the new building is 
completed, the hospital with all its additions will have accom- 
modations for approximately 315 beds, whereas before it had 
a capacity of 240 beds. 


Maternity Hospital Dedicated 


The new Lewis Memorial Hospital, at Chicago, Ill., was 
formally dedicated January 4, by Cardinal Mundelein. Thou- 
sands of spectators witnessed the services. 

The building, which was formerly known as the Lakota 
Hotel, at Michigan Ave. and 30th St., has been completely 
renovated and equipped for use as a modern and up-to-date 
maternity hospital, at a cost of $1,000,000. There are accom- 
modations for 300 mothers, and a somewhat larger number 
of babies. Two outstanding features of the hospital is the 
schedule of low fees, and the provision of accommodations for 
caring for other children in the family during the time a 
mother is confined to the hospital. 

The institution is named for Frank J. Lewis, K.S.G., a 
Chicago business man, who has provided the funds for its 
erection. 

New Addition Dedicated 


The new $200,000 wing of the Leila Y. Post Montgomery 
Hospital, at Battle Creek, Mich., conducted by the Sisters of 
Mercy, was dedicated during December, with Rt. Rev. Michael 
J. Gallagher, bishop of Detroit, officiating. The addition 
doubles the capacity of the hospital to 200 beds, and includes 
a children’s department, which also provides 50 beds. 

Bishop Gallagher, in a talk at a luncheon, following the 
dedication, lauded Mrs. Montgomery who contributed the 
funds for making the new building possible, declaring that 
“the inspiration for building this hospital has come from 


Christ.” Mr. W. J. Smith, Mrs. Montgomery’s financial ad- 
viser, and a Protestant, paid tribute to the Sisters of Mercy, 
when he pointed out how Mrs. Montgomery’s generosity 
secured the needed hospitalization for Battle Creek and in- 
sured “the loving care, self-sacrificial works, businesslike ad- 
ministration, and fair treatment for all” by turning the hos- 
pital over to the Sisters of Mercy. 


Franciscan Brothers Open Hospital 


Mt. St. Joseph Infirmary, conducted by the Sisters of St. 
Francis, at Eureka, Mo., just 30 miles southwest of St. Louis, 
was opened on Christmas Day, with impressive ceremonies, 
held in the beautiful new chapel. The Brothers received 
numerous congratulations on their works which consists of the 
care of the poor, sick, and infirm in institutions and private 
homes, irrespective of nationality or religious affiliation. 

The infirmary is for chronic invalids who do not respond 
to ordinary hospital treatment, and are designated by physi- 
cians as incurable, but not including those afflicted with tuber- 
culosis or mental diseases. There is a special division provided 
for those in need of recuperation after operations, nervous 
breakdowns, or in need of a general rest. 

The infirmary is ideally located, being remote from the 
noise and smoke of the city, but easily accessible to the 
railroad. The motherhouse and novitiate of the order are also 
connected with the institution. 


To Build New Infirmary 


The Sisters of Charity, who conduct the Halifax Infirmary, 
at St. John, N. B., Canada, are planning the erection of a new 
infirmary building early this year. Several years ago it was 
found that the present building was taxed beyond capacity 
and a branch was purchased. This building is now in use as 
a maternity building, and additional room is needed by the 
institution. 

(Concluded on Page 46A) 
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Something new in convenience and serv- 
ice, both for physicians and patients, is 
the J. M. Nix Professional Building at 
San Antonio, Texas. 


The top five floors of this twenty-four 
story building accommodate a complete 
hospital, with 200 patients’ bedrooms 
each with private bath. The ten floors 
below are offices, specially equipped for 
physicians’ use. Eight floors are devoted 
to a storage garage, providing parking 
facilities for doctors’ and patients’ cars, 
as well as for cars of business men occu- 
pying other buildings. The ground floor 
is reserved for stores and entrances; the 
basement has a barber shop, restaurant, 
and exceptionally well-equipped boiler 
and engine rooms. 


Nowhere is the complete range of Crane 
plumbing and piping equipment better 
illustrated. This building, serving such 
a variety of purposes, is equipped 
throughout with Crane plumbing and 








Hospital, Doctors’ offices, 
garage, drug stores 






° 





All under one roof, and all with Crane plumbing 



















ew : 

The J. M. Nix Professional Building. Architect, Henry T. 

Phelps. Structural Engineers, W. E. Simpson & Co, General 

Contractor, J. P. Haynes. Plumbing and Heating Contractors, 
West and Gutseit 


piping; fixtures, flush valves that pre- 
vent back siphonage, Crane-Warlo 
Water Softeners, Sterilizers, Crane 
Valves and Fittings. 


+CRANE= 


CRANE CO., GENERAL OFFICES: 836 S. MICHIGAN AVE., CHICAGO 
NEW YORK OFFICES: 23 WEST 44TH STREET 


Branches and Sales Offices in One Hundred and Ninety-six Cities 
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The De Pu ha 
ABDUCTION SPLINT 


holds the arm the way it 
should be held. 


Positively - Comfortably - Correctly 





Complete as illustrated $18.50 





The above pictured De Puy Abduction Splint is one of the 
many splints that should be in every Hospital. Your Hospital 
may be equipped with the De Puy Splint Cabinet fitted with 
the most popular De Puy Splints, complete, for only $197.50. 


“Used the world over.” 
Established 1885 


For further details, write 


DE PUY MFG. CO. 
WARSAW, INDIANA 














(Concluded from Page 44A) 
Nurses’ Home Completed 

During January, the new building of the school of nursing 
of St. Catherine’s Hospital, Brooklyn, N. Y., was dedicated 
by Bishop Molloy. The home was formally opened on October 
1. It was erected on the site of the old nurses’ home of the 
60-year-old hospital, which was torn down in September a 
year ago to make space for the new structure. Incidentally 
the old nurses’ home, which had been in use since the school 
of nursing was first opened in 1908, was the splendid old 
mansion belonging to the last mayor of the old city of 
Brooklyn. 

The new building, which is U shaped, is seven stories high, 
and provides accommodations for 120 nurses, with every 
modern convenience. At present there are 100 students in 
training, and each girl has her own room, furnished in one 
of the three color schemes of blue, green, or yellow. 

The teaching unit is on the ground floor. Here there are 
modern classrooms, so arranged that two rooms can be made 
into one for lectures. There is a library, a completely equipped 
bacteriology and chemistry laboratory, a diet laboratory, a 
model ward, and a locker and washroom for graduate nurses 
working at the institution. The basement contains a large 
auditorium, with a seating capacity of 375, which has an 
excellent dance floor, a large stage, and a motion-picture pro- 
jection booth. A gymnasium adjoining is soon to be fitted 
up with the necessary apparatus. There are also cloakrooms 
and a smoking room for men guests and medical staff meet- 
ings. Offices and reception rooms are on the second floor, 
as are the quarters for the directress of nurses and her 
two assistants. 

Corner-Stone Exercises 

The corner-stone laying exercises for the new St. Joseph’s 
Hospital, Flint, Mich., being built at a cost of $1,250,000, 
are being planned. The ceremony will be conducted entirely 


by laymen. 


New Wing Opened February 1 


The new four-story addition, recently erected to St. Ed- 
ward’s Hospital, New Albany, Ind., was completed and ready 
for use February 1. Work began in October on the structure, 
which cost approximately $125,000. The institution, which is 
conducted by the Sisters of St. Francis, issued the following 
report for the year 1930: a total of 1,710 patients treated 
during year; 384 major and 419 minor operations performed; 
emergency cases, 478, and medical cases, 261; births, 205; 
and charity and part-pay cases, 326. 


New Private Pavilion Opened 


The Villa Francisca, a new private pavilion, in connection 
with St. Francis Hospital, Miami Beach, Fla., was opened on 
December 8. This unit is an unusual type of hospitalization, 
built and equipped to accommodate the type of patient who 
is not ill enough to be confined to bed, yet who is unable to 
participate in the activities afforded on the seashore. A unique 
feature of the pavilion is the provision of facilities for accom- 
modating relatives and friends of patients, who may wish to 
remain with them. 

The building is situated within close proximity to the hos- 
pital on tHe picturesque grounds of the institution, so that 
patients may receive all the advantages of the hospital equip- 
ment, such as the sun roof and hydrotherapy and physical- 
therapy apparatus, without being restricted to regular hospital 
routine. Fourteen new sun-exposure cubicles of permanent 
construction, with double shower and massage rooms, colonic- 
therapy department, including three cozy waiting rooms, and 
a new salt-water swimming pool for convalescents and ambu- 
latory patients, have been provided at a total cost of $80,000. 
Mother M. Alice, R.N., is the superintendent of the hospital. 


Plan $500,000 Addition 


Mercy Hospital, Davenport, Iowa, is planning the erection 
of an addition, to be constructed at a cost of $500,000. 
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(QUIET 


You must see 
Doehler Metal 


Furniture -You 
cant Aear it 


OU can see it easily— in leading hospi- 

tals, institutions, homes. It is very 
good to look at— beautifully designed and 
finished —artistic but extremely sturdy and 
durable. See it by all means. 


And it is quiet—you can’t HEAR it—because the 
ingenious Doehler inside construction stifles 
all vibrations and kills the “tinny” sounds that 
cannot be avoided in ordinary metal furniture. 
No longer can you be ir one room and hear the 
metal furniture being used in the room adjoining 
—that is, not if Doehler is used. 
Two years intensive work in our laboratories in- 
dicated to us that we had a line of furniture that 
would answer the needs of the fields where metal 
was the logical material to supplant wood. 


Four years of use, under severe, every-day con- 
ditions in hospitals and institutions, has demon- 
strated that Doehler Metal Furniture satisfies 
every requirement — appearance, sanitation, 
economy and durability. 












No, 121-2 
CHIFFONIER 































































































A hand pressed against a drum-head 


muffles the sound. from underneath. See the 


vent vibration and deaden sound. 









ee 











rr 

















& uf rr ; 
‘ = “ti f bate A BROOKLYN N.Y. & 
Ay ete eet it paca nie _— 
{ cil CO" eatanaeanr@ TE EF racedltm re om 





DIVISION OF DOEHLER DIE CASTING COMPANY THE 





Here is a Doehler Chiffonier top viewed 
hands” 

ressed up against the underside —like 
the hand on the drum, these discs pre- 


Literature, showing designs, colors, structural details, etc.,is available. If you are not acquainted 
with Doehler Furniture we suggest that you allow us the opportunity of presenting facts. 


Please address inquiry to Dept. H. P. 


Shut a Doehler 


listen. 


Doehler drawers are 

accurately machined ides for quiet, 

smooth operation. © rasping and 
scraping of metal on metal. 


suspended on 


any clank ag 
touc 


The Doehler shock - absorber 
(just like your rubber - heels) prevents 





drawer hard— and 
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LARGEST DIE CASTING ORGANIZATION 
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From Nite Lite to Brite Lite 
- « © At the Touch of a Chain: - - 





No. 526-C, 
Sidewall Bracket with half shade 





Franklin Fixtures are: 


Shock Proof 
Weatherproof 


Cannot Rust or Corrode 





“As Easily Washed as a China Plate” 


A FRANKLIN POTTERY Sidewall Bracket. 
with half shade, fitted with Dim-a-lite socket. 
provides this convenience. 

And this is but one feature of FRANKLIN that 
makes these fitments so favored for hospital 
work. 


Catalogue on request. 





Moisture Proof 


Sanitary 
In White or Colors 





FRANKLIN POTTERY 


(Incorporated) 


LANDSDALE 


PENNSYLVANIA 


“A Complete Service” 


Bathroom Accessories 


Tile 





Switch Plates 


Lighting Fixtures 
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Award for Goiter Study 


The American Association for the Study of Goiter again 
offers an award of $300 for the best essay based upon original 
research work on any phase of goiter presented at its annual 
meeting in Kansas City, Mo., April 7-9, 1931. 

Manuscripts must be in the hands of the corresponding 
secretary, J. R. Yung, M.D., Rose Dispensary Bldg., Terre 
Haute, Ind., by April, 1931. Those arriving after that date 
will be held till next year or returned at the author’s request. 

First award in 1930 was given to Dr. William F. Rienhoff, 
Jr., of Johns Hopkins University. Doctors O. P. Kimball, 
Cleveland, Ohio, and Robert P. Ball, University of Louisville, 
received honorable mention. 


Civil Service Examination 


The U. S. Civil Service Commission announces competition 
for the position of Junior Medical Officer (Intern) to fill 
vacancies in St. Elizabeth’s Hospital, Washington, D. C. The 
entrance salary is $2,000 per year. Applicants must have been 
graduated from a Class A medical school not more than two 
years ago. Applications will be taken, under certain condi- 
tions, from fourth-year medical students. Applications must 
be filed not later than February 14, with the Manager of the 
Fourth U. S. Civil Service District, Washington, D. C. 








Elected Head of Staff 

Dr. Cecil E. Warde was recently elected chief of the staff 
of St. Joseph’s Hospital, Memphis, Tenn., at a dinner, at- 
tended by more than 40 physicians and surgeons, given at 
the home of Dr. E. D. Mitchell, former chief of the staff. 

Dr. Warde, who was born at Millington, Tenn., was gradu- 
ated from the country high school there, later studying medi- 
cine at the University of Tennessee School of Medicine. He 
was in service overseas during the world war, afterward re- 
turning to Memphis to resume the practice of medicine. 

Receive Communion in Body 

On November 2, 450 physicians and medical students, on 
the annual assembly day of the Society of St. Luke, received 
Holy Communion at Sacre de Montmartre, Paris, France. 
Monsignor de la Sarre, prorector of the Catholic Institute of 
Paris, delivered the sermon. 

During the general assembly, Dr. Henri Bon demonstrated 
that the Christian physician is more “complete” than others 
because his faith permits him to admit and recognize the 
part played by the supernatural in life and in the treatment 
of the sick. It was also reported at the assembly, that national 
Catholic medical societies are being organized in Hungary, 
Switzerland, and Germany, patterned after that of Paris. 


Methanol is Poisonous 
Surgeon General Cumming of the U. S. Public Health 
Service recommends that methanol or methyl alcohol be 
used only as an anti-freeze for automobile radiators, etc. It 
is more highly poisonous and dangerous than ordinary 
denatured alcohol. There seems to be some danger also asso- 
ciated with its evaporation from cars, but that is not nearly 
so great as the danger from carbon monoxide. 
Doctor Highly Honored 
Dr. Vincent A. Lapenta, chief of the staff of St. Francis 


Hospital, Indianapolis, Ind., and Italian consul in Indiana, 
(Concluded on Page 50A) 
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Svothing the Savage Breast 
OF THE Hretful ( Vonvalescent 














HIS FOOD IS TASTELESS .. 
but he eats like a horse! “My bed’s 
lumpy”... but he sleeps like a top! 
“There’s so much noise... I can’t get 
a nurse when I want her...I can’t 
stand this and that...” 

Look out! That patient is conva- 
lescent! 

He is even sensitive to the feel of 
the sheets and pillow cases. So if there 
is a difference, let’s get the softest, 
smoothest sheets we can find. 

Pequot sheets have a distinctive 











smooth, soft feel. Your fingers sense 
it instantly. Cool, firm, luxurious 
just to touch it suggests rest and re- 
laxation. 

And, fortunately, you find this 
quality in a sheet famed far and wide 
because it wears longest. 

The definite economy of Pequot’s 
longer wear is as kind to hospital bud- 
gets as the texture is to convalescents. 
Pequot Mills: Salem, Mass. Selling 
Agents: Parker, Wilder & Co., New 
York, Boston, Chicago, San Francisco. 


THE MOST POPULAR SHEETS AND PILLOW CASES IN AMERICA 
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TAILORED 


Nurses APPAREL 


AND 


HOSPITAL GARMENTS 


“Quality standards in materials and work- 
manship; outstanding values in all gar- 
ments produced; with a sincere desire to 
render a real service to the hospital field, 
are the guiding ideals in our organization.” 


A 0 Hea, 


B®) ApPRONS.BiIBS.CoIlARS_CuFFS_CAPS 
| UniFoRMS. BinpeRS. BATH Ropes. DATIENTS GOWNS 
SURGICALGOWNS.| NTERNES SUITS. Maps’ UNIFORMS 


NEITZEL MFG. CO. INC.. WATERFORD, NY. 
SPECIALISTS IN 
Nurses’ APPAREL AND HospITAL GARMENTS 








(Concluded from Page 48A) 


| was honored on Christmas day, when a special cable from 
| the Italian Ministry of Foreign Affairs, informed him that 


King Victor Emmanuel III had conferred on him the title of 
“Knight Officer of the Crown.” 
The rank is bestowed only on persons who have been 


elevated to the knighthood of the crown for a period of or- 
| dinarily not less than ten years and for services regarded of 
| superior value. Dr. Lapenta was created a knight in 1922, 
| and his early advancement confers especial importance to the 


title received. Dr. Lapenta, in 1928, was also elevated to the 


| knighthood of the Roumanian crown, with the rank of 
| “Commander.” 


Instructive Staff Meeting 
The staff of Holy Family Hospital, Manitowoc, Wis., held 


| the regular monthly meeting on January 9. An interesting 
| and instructive paper on tuberculosis was read by Dr. J. M. 
| Kelly, and afterward illustrated by X-ray films. 


Reélected Head of Staff 


Dr. Chas. W. Giesen, at the annual dinner meeting, held 
in the nurses’ home of St. Mary’s Hospital, Superior, Wis., 
was reélected president of the hospital staff, December 29. 
Other officers, including an executive board, which will choose 
department heads, were also elected at the meeting. 


Delivers Lecture 
On January 8, a lecture on the subject of the “Mechanics 
of Upper Extremity Contractures,” was delivered by Dr. 
Arthur Steindler, professor of orthopedic surgery of the Uni- 
versity of Iowa, in the auditorium of the Hospital for Joint 


| Diseases, at New York City. 


Honored by Staff and Alumnae 
The school of nursing, the staff, and the alumnae of St. 


| Joseph’s Hospital, Bellingham, Wash., on December 30, were 


present at an entertainment given in honor of Dr. S. H. 
Johnson; his immediate family, and a few friends were also 


| present. The celebration was the occasion of the 25th year in 


which he has lectured at the school of nursing. During these 
years he has endeared himself to the hospital, winning the 


| confidence and respect of all by his honesty, simplicity, and 


sincerity of character. 
Staff Officers Elected 
At a recent meeting of the staff of St. Francis Hospital, 


| Beech Grove, Ind., Dr. J. B. Young was elected president. 
| In addition to the election of the various officers of the staff, 
| committees were appointed to arrange for the dedication 


services of the newly completed wing of the hospital. 


First Staff Meeting 


The first meeting of the staff of St. Mary’s Hospital, Knox- 
ville, Tenn., was held December 22. The address of welcome 


| was made by Rev. John V. Cunningham. Members of the 
| advisory board of the institution, were present and J. C. 


Guzzo, chairman of the board, spoke on the facilities of the 


| institution, expressing the desire of the board members to turn 
| the hospital over wholeheartedly to the staff to be used for 


the benefit of the surrounding community. 
Dr. Herbert Acuff, chief of the staff, outlined plans for 


| conducting the staff meetings, and members of the staff ex- 
| pressed approval and pledged their codperation. Mother Mary 
| Thomas, superior of the hospital, welcomed the physicians 


to service in the hospital and read a list of appointments for 
service. 
Heads Staff 
Dr. O. B. Monosmith was chosen recently as president of 
St. Joseph’s Hospital staff at Lorain, Ohio, at a meeting held 
in the Roma Restaurant. The meeting was attended by 24 


| Lorain physicians and surgeons. Dr. George Blank was for- 
| merly head of the staff. 
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Quality Improved 
Priees Reduced 

















| | | | 
|| | 
| New Discovery makes woolens | || | 

more serviceable and beautiful qi] 
































Tremendously increased demand 
cuts costs considerably 




































The new luxurious quality in the im- 
proved Standard-ized Cape is evident at 






a glance, but its new low price is difficult 
even to imagine. 







Your saving on the original purchase 
price will give you satisfaction that will 
increase from year to year as the dura- 
bility of the material and its indestruc- 
tible beauty becomes apparent. 















See this new cape —a revelation in 
grace and quality. Compare it with 
any you have ever seen and its superi- 
ority will be quite evident. There is 
no obligation to buy. 

















Cape sent to any institution on approval 


WwW 






Manufacturers of Nurses’ Outer Apparel Exclusively 


Standard Apparel Co. 5604 Cedar Avenue, Cleveland, Ohio 
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There is No Noise When Using 


The ALUMINUM CHART HOLDERS 
in the FOSCO Line of 


VISIBLE CLINICAL CHART DESKS 


Your patients are very susceptible to sudden noises or disturb- 
ances and are grateful when these can be eliminated. 


Because the chart holders are in frequent use, all danger of 
snapping in closing should be avoided and can be, by using the— 
Fosco Noiseless—. 

Nurses use this type with ease and assurance and are able to 
handle the chart records quicker and with less liability of mistakes. 


In the —Fosco— Visible Clinical Record System of Chart Fil- 
ing, the names of both patient and attending physician, also room 
number, are visible—seen at a glance—and all chart holders in the 





C.A. 6-8 Visible Clinical Chart Desk, containing 
24 Noiseless Aluminum Chart Holders. 


Desk size, 37” wide, 31%” deep, 32” high. 


desk are all equally visible at the same time. 


Out of fairness to yourself, you should write for more informa- 
tion concerning this System which is accurate, quick, noiseless and 
safe and which has the approval of Hospitals the country over. 


F. 


Write today for prices 


O. SCHOEDINGER 


Manufacturer 


COLUMBUS, OHIO 














BOOKS RECEIVED 

Applied Bacteriology for Nurses, Chas. F. Bolduan, M.D. 
$2. (Saunders, 1930). 

The American Pocket Medical Dictionary (14th ed.), 
(Saunders, 1930). 

Materia Medica for Nurses, Geo. P. Paul, M.D., $1.75 
(Saunders, 1930). 

Ethics for Nurses, Charlotte A. Aikens. $2.50 (Saunders, 
1930). 

Outline in Obstetrics for Nurses, F. W. Rice, M.D. $2 
(Mosby, 1930). 

Fundamentals 
(Saunders, 1930). 

Hygiene and Sanitation, Jesse Feiring Williams (Saunders, 
1930). 

Hospital Economics for Nurses, Phoebe M. Kandel, R.N. 
(Harper, 1930). 

Anatomy and Physiology, Elizabeth R. Bundy, M.D. (Blak- 
iston, 1930). 

A Manual of Normal Physical Signs (2nd ed.), W. B. 
Blanton, M.D. $3 (Mosby, 1930). 

Practical Handbook for Diabetic Patients, Abraham Rudy, 
M.D. $2 (Barrows, 1930). 


New Hospital Head 

Sister Servatia, recently appointed superior of Sacred Heart 
Hospital, Fort Madison, Iowa, arrived at the institution to 
take over her new duties. Previous to her new appointment 
she had been at the novitiate hospital of her order in Echt, 
Holland. However, she has many friends in Fort Madison, 
who will remember when she was connected with St. Joseph’s 
Hospital at Keokuk, Iowa, where she served for eleven years 
before going to Europe. Sister Servatia fills the office left va- 
cant, since October 6, by Sister Pancratia, who has been ap- 
pointed superior of St. Francis Hospital, Escanaba, Mich. 


of Dietetics, Bertha M. Wood. $1.75 








OF INTEREST 





Visual-Education Display 

Clay-Adams Company has invited all persons interested to 
visit their new and enlarged display rooms at 117 East 24th 
St., New York City. Here are shown all sorts of visual-educa- 
tion equipment for schools of nursing, including: anatomical 
and physiological models and charts, human skeletons, skulls, 
etc., and obstetrical phantoms. There is also a special room 
for the display of the Promi microscopic drawing and projec- 
tion apparatus. This museum is under the personal direction 
of L. Alfred Mannhardt, formerly associate professor of biol- 
ogy at New York University. 

Automatic Water Coolers 

The York Ice Machinery Corporation, York, Pa., has on 
the market a water-cooling unit which, while it is designed 
especially for bottlers, will interest some of the larger hos- 
pitals. The unit will keep water at a uniform temperature. 
These units would also be practical for small air-condition- 
ing systems. 

Surgical Gauze Simplifications 

Approximately 98 per cent of the surgical gauze produced 
by seven manufacturers is being prepared according to Sim- 
plified Practice Recommendation No. 86, which has just been 
adopted for another year. 


(Concluded on Page 55A) 
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NURSES’ 


Three models from which you will select the sensible, taste- 
ful and economical gown—safe in the knowledge that each 


OPERATING GOWNS 


tion on Marvin Nurses’ Operating Room Gowns and par- 
ticulars on any of the following in which you are now 


is of typical Marvin quality and craftsmanship. Each of 
these featured numbers is available in small, medium and 
large sizes and in your choice of five popular fabrics. And 
you may order your selection direct from us at our whole- 
sale prices—each garment unqualifiedly guaranteed. 


All Marvin-made products are made by specialists in gar- 
ments for hospital use. Write today for complete informa- 


interested: 


Aprons 
Bath Robes 
Bibs 
Binders 
Capes 


ESTABLISHED 1845 


The E. W. Marvin Company will gladly estimate 
on special styles and submit quantity prices where 
desired upon standard or special models. When 
ordering or writing for information please men- 

tion your size and height. 


Caps 

Collars 

Cuffs 

Dietitians’ Aprons 


Internes’ Suits 


Kitchen Aprons 
Maids’ Aprons 
Operating Gowns 
Patients’ Gowns 
Pearl Buttons 
Surgical Suits 
Uniforms 
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Should the Mother be Sacrificed 
for the Unborn Child? 


Thou Shalt Not Kill 


By Dr. GEorGE CLEMENT 
Chief Surgeon at the Cantonal Hospital, 

Fribourg, French-Switzerland, 
is a Brief for the unborn child, by a physician who has not only attained dis- 
tinction in his profession, but has never ceased to maintain at a high level the 
ethics of his profession. His arguments, chiefly on medical grounds, make the 
book of especial interest to physicians. It is translated from the fourth French 
edition. 

The author shows the danger there is in a materialistic philosophy which 
would disregard the rights of the unborn child, emphasizes the social peril 
associated with abortion, and insists that physicians have no right merely be- 
cause the law allows certain operations, to perform them. 


"We would like to see this book in the 


hands of every doctor and medical student.” 
THe Ave Maria 


12mo, 160 pages, $1.50 


THE PETER REILLY COMPANY 


Dept. OS, 133 North 13th Street, PHILADELPHIA, PA. 
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College Oo eresa 


“u 
Winona, Minnesota We HAVE a 


For the Higher Educationof CatholicWomen ‘" Standardized 


Registered for Teacher’s License by the New §& 4 q Hospital Record 
York Board of Regents. Accredited by the 8 | @ | 
Association of American Universities. Holds & | BW Weame a for Every 
pga SO Membership in the North & | = p “u 
, : & Central Association of Col- & | |. » mH ¢ urpose 
leges. a 

Courses in Liberal Arts lead- 
ing to the degrees of Bache- 3 
lor of Arts and Bachelor of & American College of Surgeons Hospital Forms. 
Science. iS American Hospital Association Record Forms. 


Combined Course in Nursing ee Ponton Nomenclature, Cross-Indexing and 
and Liberal Arts leading to %& Ask about Record Forms. 


the Degree of Bachelor of 3 the NEW PR Series Hospital Record Forms. 
Science in Nursing. = | STAFF 








Trains for High School Teach- : MINUTE PR Series Bound Hospital Books. 


ing. Trains Vocational Spe- 
cialists: 


. Bell, New York, Ohio, Virginia, Louisiana, 
North Carolina, Georgia, Wisconsin 
BOOK and Colorado Training School Forms. 





Bacteriologists Librarians 
Chemists Secretaries 
Dietitians Accountants 


Social Workers Statisticians eS ue hy ys icians . Ke ecor d C oO. 
Public Health Workers Fe 








The Largest Publishers of 
Hospital and Medi sein 





Attendance Exclusively Collegiate iS 
Address the Secretary. ee 161 W. Harrison St. Chicago, Hil. 




















(Concluded from Page 52A) 
Dougherty’s New Representatives 


L. S. Wescoat, who has represented H. D. Dougherty and 
Company, manufactures of Faultless Bedding and Faultless 
Steel Hospital Furniture, in Michigan, Illinois, Indiana, Ohio, 
nd western Virginia since 1924, now covers western Penn- 
sylvania, Maryland, District of Columbia, Delaware, and 
northern New Jersey for his company. 

William H. Farrand, who has been in sales work in the 
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hotel and hospital fields in western Pennsylvania and eastern | 


Ohio for the past ten years, succeeds Mr. Wescoat in the 


Michigan-to-West Virginia territory for H. D. Dougherty | 


and Company. 
Troy Expands Service 


The Troy Laundry Machinery Company announces an ex- 
pansion of activities in its Boston territory. New office space 
has been taken in the Statler Office Building, 20 Providence 
St., Boston, Mass. The telephone number of this office is 
Hanover 2860. 


Sculpture for Convalescents 


Soap sculpture is being used by patients in some hospitals 
to occupy their minds as well as their hands. The only ma- 
terials needed are a bar of white soap, a kitchen knife, and 
an orange stick. The results can be entered for the Seventh 
Annual Competition to be held in June, 1931, in New York, 
at which the Proctor and Gamble prizes will be awarded. In- 
formation may be obtained from the National Soap Sculpture 
Committee, 80 East 11th St., New York City. 


Protecting the Infant 


The new Syldores Infant Bed was designed to meet the re- 
quest of a hospital for a means of preventing communication 
of infant diseases. It includes an individual dressing table and 
is a complete unit for the babies’ care. It takes any standard 
size of bassinet. The Syldores Infant Bed, illustrated on this 
page, is manufactured by the Kilishek-Auer Company, of 
Menasha, Wis. 


THE NEW SYLDORES INFANT BED 
It provides a complete unit for 
caring for the baby. 


Plumbing Fixtures 


The division of simplified practice of the Bureau of Stand- 
ards has just announced that the printed pamphlet on simpli- 
fied practice recommendation R106-30, Hospital Plumbing 
Fixtures, is now available. 

Copies of this recommendation, which covers types, sizes, 
and varieties of fixtures, can be obtained from the Superin- 
tendent of Documents, Government Printing Office, Washing- 
ton, D. C., for 10 cents each. 


| standard Miller glove! 


| better than the ordinary glove when new! 


emitter MILLER ANODE GLOVES 
.: are thinner... are stronger... are 
more durable... hold original shape and 
piniitiihien size after sterilization ... do not deterio- 
| Inquiries in- . . . 
aited ive rate or weaken with age... give the sur- 
Surgical geon the utmost in safety and comfort. 
Suapply 
Dealers. 












Extra strength... 
Greater facility 


in this new Miller glove 

















HE blue band, at 
the wrist, identifies 
a new Miller glove—a 
glove of almost unbe- 
lievable strength .. . 
even stronger than the 














Yet with all its in- 
creased strength this In delicate surgical work, Miller Anode 
new glove, made by the sev sie complete Precio sm 

Anode” process, is ac- tiveness of the skilled surgeon's band. 
tually thinner...acloser 
approach than ever before to the sensitive- 
ness of the bare fingers. 

Tests show that after the common glove 
has been made unsafe for service by sterili- 
zation—Miller Anode gloves, even with 
many additional sterilizations, remain 


















After a year on the shelf the usual glove 
survives only two or three sterilizations. 
Miller Anode gloves will be better after three 
or four years on the shelf than ordinary gloves 
when new. 







































weeee™ Anode Gloves 


MILLER RUBBER PRODUCTS COMPANY (INC.) 
AKRON, OHIO U.S. A 
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sot COLLECTIONS 
fant WITHOUT OFFENSE 


. Prompt collections are a vital feature of 
Chairs every business. No matter how large the 
: volume of business, the profits cannot be 


proportionately large unless collections are 
promptly made. 





Each of the following classes of debtors requires 
different treatments. Are you prepared to efficiently 
handle these classes? 


1—Those who are able to pay but negligently 
omit doing so. 

2—Those who do not intend to pay until forced. 

3—Those who, through the happening of un- 
foreseen contingencies over which they have 
no control, find themselves obliged to post- 
pone their payments. 


Colson Wheel We COLLECT WITHOUT OFFENSE, and base 

~~ aa oe eae our charge entirely on a commission of amount 
On account of its great Chairs and Cripple Machines collected, no COLLECTIONS no CHARGE 

comfort, safety, simplic- of every description are na- : li aia ania ' — 

ity, and durability, the tionally known for depend- ee 

Johns Hopkins, Model able quality, for maximum 

C-31-B, pictured above, comfort, convenience, and 

is our best reclining serviceability, and for their ’ : 

chair and a very popular pleasing eee. Tee Hospitat & MepicaL SERVICE BuREAU 

one with the leading hos- embody many exclusive re- Successors to 


pitals. finements which are detailed Puysicians & SurcEONS ADJUSTING ASSOCIATION 


THE COLSON COMPANY in our new catalog. We shall “13: 
Elyria, Ohio be pleased to honor your Commerce Building 


Branches in Principal Cities request for a copy. KANSAS CITY, MISSOURI 























’ Fortify for d Made to Last! 
Fire Fighting me CINMANCO 


Rewireable — _ All Metal 
FLY SCREENS 


Will not rot, warp, shrink or 
swell and smooth operation is 
assured. 
Frames are made from cold 
Soda and Acid Type T exrncuisnee | rolled galvanized steel, with 
for free-burning fires TESTEOTO copper content, which insures 
ta rebbich end tex- Male = life than the ordinary 
r . steel. 
_ where = Equipped with Wickwire gen- 
eee Gowers eS uine bronze wire cloth, 
counts. nesses which will defy time. Used 

me seen te in prominent hospitals 
throughout the United 
States. Endorsed by ar- 
chitects, engineers and 
physicians. 
Write for our catalog, 
which has been prepared 
for your use. 
Agencies in principal 
cities. Cross Section of Frame 





me ¢ Hlanufactr mg Compan The Cincinnati Fly Screen Company 


Gp) <HIcaco, san fran Gest and Evans Sts. Cincinnati, Ohio 














